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PERSONAL DOSSIER
ANNE CATHERINE ALICE SHELDRAKE
BSc(Hons) Psychol; MSc Clin Psychol; Dip Neuropsychol
RELEVANT QUALIFICATIONS:
29. 6. 1988 BSc (Hons) 2:1 PSYCHOLOGY Plymouth Polytechnic
12 11.1991 MSc CLINICAL PSYCHOLOGY Surrey University
Specialist placements: Adolescence & Neuropsychology
29.11.1994 Dip CLINICAL NEUROPSYCHOLOGY The Institute of Psychiatiy 
Course work: 2 x 3,500 essay; 4 case reports
RELEVANT EMPLOYMENT:
1988-89 Psychology Assistant Southend Community Care Trust
1991-97 Clinical Psychologist Southend Community Care Trust
Adult Mental Health.
1995-97 Clinical Psychologist Barking, Havering and Brentwood
Neuro-rehabilitation unit. Community Health Care NHS Trust.
1997 Clinical Neuropsychologist Mid Essex Community & Mental
Health NHS Trust.
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Adult M ental H ealth
(Southend Community Care Services)
R esponsibilities:
Manage own caseload.
Assessment and intervention of clients referred to psychology waiting list. 
Supervision of trainee and assistan t psychologists.
Consultation/ support to members of other professions.
Teaching a variety of psychological areas to trainee nurses and psychiatrists. 
Neuropsychological assessm ent of individuals referred to stroke unit, 
biasing with other professionals particularly members of Community Mental 
Health Teams.
Client Group:
Age range 16-65.
Long term chronically mentally ill ward.
Locked intensive care ward.
Adults referred to general psychology waiting list.
Courses Attended:
Solution Focused Therapy (Brief Therapy Organisation)
Family Therapy (Tavistock Institute)
Understanding Organisations (Tavistock Institute)
Diploma Neuropsychology
International Conference on Brain Injuiy (Copenhagen)
A num ber of day courses mainly on areas related to Neuropsychology and 
Solution Focused Therapy
Supervision:
Provided by B grade within department weekly. Latterly on a  fortnightly 
basis.
Overview o f  Employment:
On completion of the Clinical Psychology training I returned to Southend 
Community Care Trust to work with adults experiencing mental health 
difficulties. The psychology department was based within a  large mental 
health institution so a  proportion of my employment included working with 
clients from rehabilitation wards, locked intensive care wards and acute 
wards.
Individuals were referred to the psychology department from a variety of 
sources including general practitioners, psychiatrists, community mental 
health teams, social services, wards and self-referral. The waiting list 
represented a  wide and varied range of difficulties.
At the time there were a num ber of psychologists working in Southend using 
a  variety of models including cognitive behavioural, systemic and 
psychoanalytic. Towards the end of my employment my colleagues and I had 
begun to work as a reflective team.
The main strength of this employment was the range and variety of 
challenges tha t I encountered. Not only did the referrals reflect this range 
bu t being based in a  psychiatric institution provided me with some first hand 
experience of organisational and systemic issues as they related to ward 
staff, clients and the wider system.
The broad base of this employment led to me increasingly working with 
individuals with neuropsychological difficulties. Although this had been an 
area of interest previously, and I completed one of my specialist placements 
in neuropsychology, the lack of any formalised systems to work with this 
particular client group m eant tha t demands for me to work with this group 
increased. No formalised teams were established bu t good working 
relationships developed between myself, the speech and language therapists, 
occupational therapists and staff on the stroke rehabilitation unit. 
Negotiating and monitoring extra contractual referrals became a feature of 
the work. A significant am ount of working with this population involved
contact with social services and units around the country. This provided me 
with the opportunity to work with disability and dysfunctions otherwise not 
presented in an  adult mental health psychology department.
The strengths I developed from this employment were an  ability to recognise 
my own and others limitations. I have a  clearer understanding of the impact 
of organisational and systemic issues on both the task  I am tiying to 
complete and how they affect the individuals I am  working with. An 
awareness of my limitations increasingly has enabled me to be realistic 
about what I hope to achieve, to clarify and re-evaluate my role.
The level of direct face to face work was high and with the supervision I 
received my skills as a  counsellor/therapist improved and became more 
refined. Working with both adult mental health difficulties and 
neuropsychological problems was a  valuable mix as both informed the other 
and increased my knowledge base.
Inpatient N euro-R ehabilitation U nit
(Barking , Havering and Brentwood Mental Health NHS Trust)
Responsibilities:
Neuropsychological assessment.
Joint working with team members on rehabilitation of individuals on unit. 
Designing and implementing rehabilitation programmes.
Providing community based rehabilitation for individuals discharged from 
unit for one year.
Providing psychological therapy where appropriate to clients and /o r  family 
members.
Teaching.
Liaising with outside agencies such as Social Services.
Working with nursing team on unit.
Client Group:
Age range 16- 65.
Head Injured 
Stroke
Neurodegenerative disorders i.e. Multiple Sclerosis
Courses Attended:
None
Supervision:
Monthly with Dr Robin Morris (Institute of Psychiatry)
Overview o f  Employment:
I split this post with my adult m ental health post in Southend, working in 
the rehabilitation unit two days a  week. This inevitably was the major 
limitation of the post as I never felt I had engaged satisfactorily with the task. 
The post however offered me an opportunity to work within a  team of 
professionals in the early stages of neuro-rehabilitation. It was informative, 
fascinating, invaluable and often a  painful experience.
There were eight beds on a  general elderly ward allocated to the neuro- 
rehabilitation team. There were some, bu t limited, resources to meet 
individuals rehabilitation needs. However these were wholly inadequate and 
space was an  ongoing difficulty for members of staff. My role was never 
satisfactorily identified and although I attempted to define it within the 
context of assessm ent and a  strengths/ needs model the limitations of the 
time I spent and the dysfunctional aspects of the team worked against 
promoting sound psychological care.
Although the neuro-rehabilitation team was managed by an  occupational 
therapist in fact the doctors held the control. This caused significant levels of 
friction, inevitably affecting the degree and range of work tha t was possible. 
While individuals tried to establish structure and processes for the team to 
work with these were often blatantly sabotaged and dismissed by the medical 
input to the team. A significant part of other team members' discomfort and 
mine arose from attempting to question and challenge medically driven 
assum ptions and practice.
However I learned a  lot from my discomfort in this employment and it 
heightened my awareness of organisational and systemic issues. It was a  
particularly valuable experience being a  direct member of a  team presenting 
me with perspectives and challenges I would never otherwise have 
experienced.
Neuropsychology and Chronic Pain:
(Mid Essex Community and Mental Health NHS Trust) 
Responsibilities:
To manage and run  three waiting lists for
a) adults with neuropsychological difficulties
b) older adults
c) chronic pain clients
This involves
Neuropsychological assessm ents for individuals experiencing traum atic brain 
injuiy and neurodegenerative disorders including the dementias.
Providing relevant neuropsychological/psychological interventions.
Liaising with multi-agencies to ensure comprehensive needs led management 
of presenting difficulties.
To provide psychological services for older adults particularly those with 
neuropsychological difficulties.
Providing psychological consultation to health care staff working with 
individuals on the local dementia assessm ent unit.
To provide psychological input to the development of the Pain Service.
To design, manage and run  a  Chronic Pain Programme (PMP).
Client Group:
Age Range 16 plus.
Traumatic Brain Injuiy.
Stroke.
Neurodegenerative disorders including dementia.
Individuals with neuropsychological disorders and their family members. 
Individuals experiencing chronic pain.
Courses Attended:
Summer School ‘Research Design and SPSS' (Colchester University) 
Neuropsychological days (Special Interest Group in Neuropsychology) 
‘Overview of Dementia and its Consequences’ (Pfeiser drug company)
Supervision:
Monthly with Dr Robin Morris (Institute of Psychology)
Monthly with Mrs Anne Fawcett (Colchester Older Adults Service)
Overview o f  Employment:
I am currently employed as a  neuropsychologist to work specifically with 
individuals who have neuropsychological disabilities including older adults. I 
am  subcontracted to the medical tru st to provide a  three day a  month service 
for individuals experiencing chronic pain.
I am currently the only clinical psychologist working in Mid Essex and am a 
member of a  team tha t provides psychological counselling/ therapy to an 
adult mental health population. I have responsibility for my own waiting lists 
and am largely an  autonomous worker within the team. As a consequence I 
have linked with clinical psychologists in the region and receive regular 
supervision.
I receive referrals from many sources including psychiatiy, Community 
Mental Health Teams, Social Services, elderly teams and voluntary services. 
My current caseload is an  even mix of individuals who have experienced a 
traum atic brain injuiy and those where a  neuropsychological assessm ent is 
helpful in diagnosing dementia.
A significant proportion of my work is in neuropsychological assessm ent and 
ongoing work with individuals, families and other agencies involved in care 
packages. I liaise closely with other professionals and am tiying to forge links 
with the medical tru s t who run  a  rehabilitation ward.
Due to the restricted am ount of hours allocated to older people I have 
become involved in two areas. Firstly providing support to members of staff 
working on the dementia rehabilitation ward. Secondly looking generally a t 
the local service provision for older people with a  view to using some of my 
time in the co-ordination and development of a  memory clinic.
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The work I am involved with in the pain service is firstly to provide a 
psychological assessm ent of individuals referred for chronic intractable pain 
and to assess their appropriateness for inclusion into the PMP. Secondly I 
am responsible for running a PMP.
I am in an  isolated position in this current employment because of my 
specific role as a  neuropsychologist and the lack of other clinical 
psychologists within the department. I continue to work closely with other 
professions and am increasingly finding my role with them is for both 
information and support.
I would like to spend more time in direct rehabilitation work with individuals 
bu t this is often not possible given the time and waiting list pressures. As a  
consequence I find th a t I work in a  consultative way with other members of 
staff and families.
I have recently become involved in trying to establish a  Doctorate course in 
Clinical Psychology a t the University of Essex. This is an  interesting project 
involving as it does many aspects of training such as supervision, course 
curriculum and accreditation.
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SERVICE DEVELOPMENT:
Pain Management Programme (PMP):
One responsibility I have, as part of my current employment is to develop 
and run  a  PMP for individuals experiencing chronic pain. There is a  pain 
management service in Mid Essex Hospitals Trust to meet the needs of both 
acute and chronic pain sufferers. This service is staffed by two nurse 
specialists, three consultant anaesthetists and a  research nurse. It is within 
the context of this service th a t a  bid for funding was pu t forward to purchase 
clinical psychology time so th a t a  PMP could be developed to meet the needs 
of individuals in chronic pain.
This bid was submitted for two reasons a) PMPs are structured programmes 
endorsed by the Pain Society for the treatm ent of individuals experiencing 
chronic pain. They have developed from a  num ber of theoretical and research 
observations tha t implicate a  multifactor aetiology in the development and 
maintenance of chronic pain. PMPs are therefore regarded as a  treatm ent of 
choice for individuals in chronic pain. No such treatm ent was available 
locally, b) A large num ber of individuals in chronic pain were being referred 
out of the region because no PMP was available locally. This was costing a  
large sum  of money in extra contractual referrals. It was therefore regarded 
as cost effective to develop a locally based service.
The theoretical basis of PMPs and evidence of their effectiveness is discussed 
in an  essay in the academic dossier. The focus of this dossier is on the 
development of a  PMP in Mid Essex.
This dossier is organised below by introducing the philosophy, aims and 
objectives of the programme, the models used and the professionals who are 
involved. The rest of the discussion is concerned with the structural 
elements of the programme including acceptance criteria, assessm ents, and 
a  description of the basic content of each of the sessions. Also included is a 
brief reflection on the first completed PMP. Factors guiding the development 
of the PMP are highlighted a t the appropriate points.
in
PAIN MANAGEMENT PROGRAMME; MID ESSEX HEALTH AUTHORITY
The philosophy, aims and objectives of the Mid Essex PMP are a  reflection of
a) the views of the Pain Society and the research literature on the role of 
PMPs and b) the views of each member of Mid Essex Pain Service.
Philosophy:
That the experience of chronic pain is real and the individual who is 
experiencing chronic pain can be assisted to find helpful and beneficial 
strategies to reduce the impact th a t the pain has on their lives.
Aim:
To assist individuals with chronic pain, and their families in learning and 
developing strategies tha t improve their ability to influence and moderate 
their pain experience.
Objectives:
a) To provide an  understanding of the experience of pain and how this can 
be influenced and affected by a  num ber of factors.
b) Individuals will be encouraged to consider their experience of pain and 
how it is influencing their and others’ quality of life.
c) To teach strategies tha t can have a  positive impact on the experience of 
pain by increasing self-efficacy and the experience of control.
d) To improve activity levels so tha t individual levels of fitness improve.
e) To define with the individual the realistic goals tha t they would like to 
achieve and provide the information and help necessaiy to enable these 
to be achieved.
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Models:
A cognitive behavioural model provides the umbrella model for the course. 
This model emphasises the relationship between thinking, behaving and the 
experience of chronic pain. Using the general concepts inherent in the model 
individuals are presented with a  variety of coping strategies and encouraged 
to identify and challenge patterns of unhelpful thoughts and behaviours.
Another significant model presented within the PMP is the Gate Control 
Theoiy of Pain developed by Melzack & Wall (1965). This model introduces 
individuals to the role of the central nervous system in the experience of 
pain. Individuals are helped to understand the physiology of their pain 
experience and the role of structures such as the substantia gelitanosa, T 
cells and the brain in opening and closing systems responsible for the 
experience of pain. The construct of ‘gates’ has been found useful in 
describing this opening and closing process.
Both of these models introduce the concept of pain as an  experience 
influenced by physiological, psychological and sociological factors 
(biopsychosocial model). Each of these areas is considered during the course 
in order tha t individuals can consider the interrelationships between them 
and how they influence their pain experience.
Professionals involved in  th e  PMP:
One of the most important changes in conceptualising chronic pain for 
health care is tha t it is multifaceted and not responsive to amelioration from 
one discipline in isolation. PMPs are therefore multidisciplinary. The Pain 
Society recommends a  num ber of key professionals involvement in the 
delivery of PMPs (1997). These include clinical psychology, medically 
qualified specialists, physiotherapy, occupational therapy and a nurse 
experienced in pain management. A minimum requirement is the 
involvement of a  psychologist, a  physician and a  physiotherapist.
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There are three anaesthetists who input to the team and are available for any 
medical advice. They are also an integral part of the assessm ent process and 
provide some limited teaching onto the course.
Core members of the PMP team include a physiotherapist, a  nurse specialist 
in pain and myself. Both the physiotherapist and myself are employed for 
three days a  month. We are both employed by a  different tru s t to the Pain 
Service. Prior to our involvement in the PMP, employment contracts were 
negotiated between the two trusts. Areas negotiated included role 
expectations, hours of work, salary scales and managerial responsibility 
(which remain with our full time employers). These contracts are renewable 
each year.
It is expected tha t each professional develop a  role within the PMP. Roles 
represent professional training, while promoting the models and theories 
taught within the PMP.
Location:
The PMP takes place a t St Johns Hospital, Chelmsford. This was felt to serve 
a  num ber of functions including providing a centralised location, a  canteen 
for lunch and space for group work and physiotherapy.
Structure (Le. group size, regularity o f  meetings, acceptance criteria  
etc):
The literature indicates tha t a variety of structures have been used in PMPs. 
As information is limited with respect to efficacy of any particular structure 
the design of the programme has been a  m atter of attempting a  T>est fit’, 
partially determined by available resources such as staff employment.
Prior to agreeing the structure and content of the PMP team members visited 
St Thomas’s Pain Service in London on the 9.7.1998. This was invaluable 
and provided important information on assessment, content and structure. I 
also attended three full day workshops run  by Bath University Pain
Management Unit. The work shop tittles were The Frustration o f Chronic Pain 
(12th. 2. 1998); Preventing Chronic Pain (12.3.1998) and The Social Context o f  
Pain (14.5.1998).
The final structure of our PMP is as follows:-
7 Sessions
Fortnightly every other Thursday 
9.30am -  4.30pm
8 individuals with chronic pain 
2 & 6 month follow up
Acceptance criteria:
There is still limited information available on which individuals benefit from 
PMPs. The criteria for inclusion and exclusion has been kept relatively broad 
and based on criteria used by the programme a t St Thomas's hospital. There 
is one exception to this. St Thomas now includes individuals with ongoing 
litigation. This was still felt to be an area of potential conflict and therefore 
remained an  exclusion criterion for our programme.
Inclusion:
Age 18-70.
Significantly disabled by chronic pain.
All conventional physical investigations and treatm ents have been tried. 
Commitment to attend all sessions.
Commitment to complete all assessm ents and measures.
Commitment to practice skills learnt and feedback where appropriate. 
Commitment from family/significant other to become involved.
Exclusion:
Lack of fluency, writing, reading.
History of severe mental illness.
Ongoing litigation.
Presence of terminal illness.
Presence of marked learning disability.
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Need for ambulance transport.
Unable to walk unaided.
Individuals unable to walk unaided are excluded, as the location is a  first 
floor room with no lift access. Individuals who are unable to attend the 
hospital under their own means are excluded. This exclusion is for two 
reasons. Firstly the emphasis of the programme is on self-reliance and it was 
felt th a t hospital transport acted as a  direct contradiction to this position. 
Secondly hospital transport is notoriously problematic in term s of time 
keeping and ensuring attendance. There is a  significant am ount of reading 
material provided with the course in order to back up the information given 
during the course sessions. It was therefore agreed tha t a t this time it would 
be difficult to provide a  service for individuals with either learning disabilities 
or special needs.
Individuals who are excluded from the course may be referred to St Thomas 
particularly if they are wheel chair bound an d /o r it is felt th a t they need 
intensive assistance. St Thomas run  both inpatient and outpatient services 
which enables them to work more intensively with individuals. They may also 
be referred to the local mental health team s if there are ongoing mental 
health issues. However one of the current service deficits is tha t there is no 
available clinical psychology time for individual therapy. This severely 
restricts what can be offered if someone is not ‘ready’ for the PMP or is in 
need of individual treatment.
Assessm ent:
Each individual referred to the PMP will have been assessed by one of three 
anaesthetists. Any medical intervention is completed and referral does not 
occur until all appropriate treatm ents have been tried. These might include 
painkillers, epidural injections, the use of a  TENS machines and surgeiy. If it 
is felt appropriate following medical assessm ent/ treatm ent th a t the 
individual could benefit from considering their pain from a  multi-factorial 
perspective they are recommend for psychological assessment.
Psychological:
Following the referral from the anaesthetists individuals are sent an  
introduction letter, an  opt-in form and an information sheet (see Appendix 
A). The opt-in form was introduced for two reasons. Firstly when psychology 
assessm ents began there was a  30% failure to take up appointments offered 
over a  six month period. It is not clear why this was. One possible reason 
highlighted by individuals who did attend is tha t the reasons for the 
appointment were not made clear. Another reason might have been tha t 
association with psychology prompted individuals to interpret this as 
meaning they  think Pm m ad’. Since the introduction of the opt-in the failure 
to take up an  offered appointment is less than  3%. See Table 1 for a  
breakdown of referrals.
Table 1 Breakdown o f referral changes as a consequence o f opt-in form.
No of 
people 
sent for
Opt outs DNA Deferred Opt In
Pre opt in 24 NA 7 1 NA
Post opt in 36 6 1 - 2
Opt outs., person did not return the opt in form
DNA .. person did return opt-in form if sent bu t did not attend assessm ent 
Deferred .. would like assessm ent bu t deferred to later time.
NB. Data is based on forms returned a t time of printing.
Secondly in the light of the underlying aim of the course, to promote self- 
reliance and control, an  opt-in form was felt to be an  appropriate s ta rt to this 
process. It was my feeling initially tha t many individuals tend to attend 
because they have been Told to’ by the doctor. The opt-in was felt to be one 
method of helping people to think about their needs for themselves.
If an individual opts in they are then sent an  appointment time to meet with 
me along with questionnaires (see appendix B) to fill in before this 
appointment. The anaesthetist referring is informed of the individuals who 
do not choose to opt-in. It has been agreed with the anaesthetists th a t
opting-in is the individual's choice and pressure should not be brought to 
bear on them if they choose not to participate.
In itia l Assessm ent:
An initial assessm ent interview is scheduled for one and half-hours. 
Relatives/ significant other are asked to attend in order tha t information can 
be sought from them. They are also invited to attend the first and fifth 
sessions of the course a t this meeting.
There are a num ber of different psychosocial factors identified as important 
to consider when assessing individuals with chronic pain. The five areas 
recommended by Karoly (1985) include
a) Physiological.
b) Subjective i.e. affect and thought.
c) Behavioural i.e. operant conditioning and possible reinforcers.
d) Lifestyle impact i.e. marital distress, vocational changes and role loss.
e) Information processing /central control i.e. coping styles, attributions, 
problem solving skills, health beliefs.
Based on these areas I have developed a  semi-structured interview form (see 
Appendix C). I tend to follow the individual's stoiy bu t the form guides this 
process and enables me to begin to formulate an  understanding of their 
difficulties and whether I think they might benefit from the course. As the 
course develops and I become more sophisticated in this process I expect 
tha t the interview schedule and my understanding of who will benefit will 
increase.
Following this assessm ent individuals are referred to the physiotherapist. If 
she feels they are physically able to complete the course she contacts me to 
discuss each individual. Following our joint agreement individuals are sent 
the dates for the course they will be attending, directions, a  two week pain 
diary and a contract for participation onto the course (see Appendix A). This 
contract is not legally binding bu t is felt to clarify for the individual our
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expectations of their involvement in the course. The pain diaiy is used in the 
first session to begin looking a t the factors tha t influence pain and it’s 
patterns. It is also an opportunity for individuals to begin considering the 
types of ways we work with them on the course.
S tan dard ised  Assessm ents:
There are a  num ber of standardised assessm ent tools th a t consider the 
above areas of functioning in relation to chronic pain. The tools selected are 
used by the St Thomas courses. In using the same assessm ent tools I hope 
that I will be able to make some direct comparisons with the work they 
complete. I intend to liase with Dr. A. Williams, the course organiser a t St 
Thomas, when we have completed sufficient courses to compare data.
There are a  num ber of reasons why standardised m easures are important to 
use. Firstly it is important to consider how an individual is functioning in 
relation to established norms. Secondly information regarding individual 
needs can be obtained in the context of their reference group. Thirdly data is 
collected th a t can be evaluated and used in the future planning of a  PMP. 
Fourthly standardised questionnaires have reliability and validity necessaiy 
in research.
1. Pain Questionnaire (Skevington 1990). This is a  thirteen item 
questionnaire tha t contains three subscales which measure a) beliefs in 
internal or personal control b) beliefs tha t powerful others control pain and c) 
beliefs that pain is controlled by chance events.
2. Pain Coping Strategies Questionnaire (Rosenstiel 8s Keefe 1981). This is a  
44-item questionnaire, which assess the use of coping strategies. These 
items provide information on six different cognitive coping strategies 
(diverting attention; reinterpreting the pain sensation; catastrophizing; 
ignoring sensations; praying or hoping; coping self- statements).
3. Pain Self-efficacy Scale (Nicholas 1989). This questionnaire m easures the 
strength and generality of beliefs tha t an  individual has tha t they can 
perform a  task  despite the pain.
4. Hospital Anxiety <& Depression Scale (Zigmond & Snaith 1983). This is a 
scale designed to detect anxiety and depression in a  population of general 
medical out patients.
5. Beck Depression Inventory {Beck 1978).
The questionnaires in some respect are an  initial point for the individual to 
reflect upon their behaviour prior to the psychology assessment. Many 
individuals report that they have never thought about themselves or their 
pain experience until they answer the questionnaire items. The two mental 
health questionnaires are used initially to provide information on the 
individuals mental health so tha t I can take appropriate action where 
necessaiy. They also help to inform our recommendations on medication 
reduction, as depression is often associated with individuals experiencing 
chronic pain. The other questionnaires are used a t various points in the 
course where beliefs and strategies are discussed.
Physiotherapy:
There is significant evidence of gradual and long-term reduction in physical 
activity in individuals with chronic pain. This is associated with 
inappropriate health beliefs and the negative reinforcement obtained i.e. th a t 
inactivity prevents pain therefore inactivity is more likely to increase. 
Excessive activity levels can also be a  problem and it is important to help 
individuals recognise the need to pace their activities a t the same time as 
increasing their general levels of fitness.
The physiotherapist with the team meets with the individual before they join 
the PMP. She completes a  baseline physical assessment. An exercise/  activity 
diary has been designed that is used to evaluate improvement in fitness 
levels.
I Q
Meeting and Ongoing monitoring:
Core team members meet bimonthly to discuss the progress of the service 
and individual clients who are joining the PMP. An attem pt is made to hold 
regular six weekly meetings with all the pain service team including 
management bu t this rarely occurs. I try and ensure th a t I meet with each 
anaesthetist regularly in order to discuss both referrals and service 
development.
Time limitations mean tha t both psychological and physiotherapist 
assessm ents for the next PMP occur on the one day a  m onth when there is 
not a  meeting. The current service provision for both services mean th a t time 
in other areas such as service evaluation and administration is severely 
restricted. It is also proving to be problematic in terms of interviewing people 
for the future courses.
Evaluation:
I have developed evaluation forms for each day and for the end of the course 
(see Appendix D). These and the standardised m easures will be used to 
evaluate the effectiveness of the course and changes th a t would be 
appropriate to make.
Content:
The PMP has three elements; education, training and practice. These are a  
mixture of formal teaching, experiential learning through group and paired 
exercises and home based work.
Education... The conceptual framework of cognitive behavioural therapy and 
the gate control theoiy is presented in each session. The role of pain beliefs, 
pain behaviours, self-efficacy, and significant others are all included as 
aspects of pain management.
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Training.. .Cognitive behavioural techniques are presented including 
distraction, identification of helpful and unhelpful thoughts and development 
of individually effective coping strategies. Relaxation strategies, exercise 
regimes and pacing are essential training/education areas incorporated in 
the programme.
Practice... Time is consistently allocated to review and practice of the 
techniques presented.
Session One
1) This session is for both individuals with pain and their relatives.
2) The purpose, philosophy and objectives of the PMP are introduced and 
discussed.
3) Individuals and their relatives are encouraged to talk about their 
experiences and how these have effected them. Identifying why 
individuals have joined the PMP and their expectations.
4) The role of pain behaviours are discussed and people are invited to 
comment on how these are responded to.
5) A brief overview of both gate control and CBT models are discussed.
6) The importance of exercise and relaxation is introduced.
7) Ground rules are established i.e. tu rn  taking, attendance and time 
keeping, everyone has a  valid opinion.
Each subsequent session involves
Gentle stretching a t the beginning of the session.
Feedback and review of previous weeks learning.
A teaching session/experiential learning.
Physiotherapy session.
Relaxation/ Skill Practising.
Review of session and feed back.
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Session Two
1) The role of physical injury and its development into chronic pain.
2) Presentation of Gate Control Theory and an  introduction to the role of 
psychosocial factors in chronic pain.
3) The role of endorphins.
4) The role of medication on pain experience (NB current research identifies 
chemical alterations in the brain as a  consequence of minimal use of 
painkillers. It is suggested tha t taking painkillers lead to an  overall 
increase in pain). The models used in PMP stress the importance of drug 
reduction and promote the increase of pain coping behaviours.
5) Discussions about illness beliefs ... what are they, where do they come 
from, how are they reinforced, which are helpful, which are not.
Session Three
1) A review of the changes /lo sses/ beliefs/ role of others.
2) Presentation of cognitive behavioural model for chronic pain.
3) Introduction to cognitive thought processes of overgeneralization, 
catastrophization etc.
4) Role playing and experiential learning of thoughts, feelings and behaviour 
and how they link together.
5) The importance of exercise and relaxation. Role of pacing and cyclic 
nature of activity /inactivity.
6) Discussion about goals.
Session Four
1) Review of current coping strategies... what is helpful, what is not?
2) Presentation of different cognitive/ behavioural strategies. An introduction 
to Meichenbaum (1979) four stages approach to coping.
3) Presentation of strategies such as distraction, visualisation and 
challenging negative thoughts.
4) Review of goals and how to achieve using the information presented.
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Session Five
Joined by relatives/ significant other.
1) Overview of information.
2) Discussion about changes, losses, communication.
3) Reflection on the role of others in responding to pain behaviours and the 
effect that this has.
4) Review of goals and how relatives need to be involved or not.
5) Discussion of how changes made can be supported and helped by 
relative /  significant other.
6) Tai Chi (provided by local organisation).
Session Six
1) Review and consolidation of learning.
2) Over view of the role of stress, depression, anxiety, loss of sleep.
3) Opportunity to discuss areas tha t have been discussed during PMP.
4) Swimming.
Session Seven
1) Review of course.
2) Identifying areas tha t have been helpful and those tha t have not.
3) Review of goals and what is needed to maintain and achieve.
4) Practice of techniques learnt during course.
The content of the course reflects current understanding regarding chronic 
pain and our philosophy tha t individuals who experience chronic pain can be 
assisted to find helpful and beneficial strategies to reduce its impact. 
Throughout the course individuals are encouraged to explore both their own 
and others thoughts and feelings with respect to their own experiences and 
the content of the course.
Overview o f  f ir s t  course:
At the current time we have run  one PMP which began in April and finished 
in July 1999. The second course is due to start on the 30th September 1999. 
The first group has also met for a  six week follow up. Eight individuals 
started the course, four males and four females. One female was unable to 
complete the course due to a  family death.
Preliminaiy evaluation information is presented below. See Appendix E for 
summary of standardised questionnaire scores.
Session  Evaluation:
0 = extremely bad 10 = extremely good
How helpful did you find the session overall? M = 7 range 4 -1 0  
How helpful did you find the teaching information? M = 7 range 3 -1 0  
How helpful did you find the discussions/  group work? M = 8 range 4-10 
How helpful did you find the exercise/  relaxation? M= 5 range 2-9 
How helpful have you found staff members? M = 8 range 6-10 
Course Evaluation:
The overall content of the course.... range 7-10
The teaching sessions., range 7-10
The exercise/ physiotherapy work ... range 5-10
The discussions ... range 8-10
The homework ... range 5-9
The location/facilities ... range 5-9
Handouts... range 8-10
Teaching methods ... range 8-10
Overheads... range 8-10
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At the final session each member was invited to identify areas th a t they had 
changed/found helpful as a consequence of completing the course. This list 
is presented below.
Less pain behaviour.
Increase in activity levels outside of the house.
Less isolation.
Thinking before doing something.
Challenging why doing something.
Letting ‘shoulds’ not be so important.
Greater positive thinking.
Recognising when pain/problem s a t worse.
Less pessimistic.
Better control over pain through understanding
Discussion: 
Development:
The development and running of the first PMP in Mid Essex has now been 
completed. A num ber of areas are worth commenting on. The course content 
and structure were established prior to individuals being assessed. This 
proved to be a  helpful process as it gave the core team members time to work 
together and develop an  understanding of their role responsibilities and the 
task.
In many respects developing a  service from scratch has been the m ost 
helpful aspect of the course. I have been provided with the time and the 
autonomy to do this. Not only has this allowed me the time to work with
other team members bu t it has also enabled me to work with the research 
literature and pu t together a  course tha t a t this stage looks as if it can 
benefit some people.
Assessm ent:
The initial attendance for a  psychological appointment was poor and led to 
many unnecessary delays as it was difficult to recruit individuals to the 
course. The introduction of an  opt-in form and information sheet prior to an 
assessm ent appointment being sent appears to have improved attendance 
rates.
I feel tha t the individuals I now see a t the assessm ent represent a  more 
motivated group and have, to a  degree, considered what they hope to gain 
from the PMP. In many respects the opt-in form seems to begin the process 
of empowerment and ownership tha t is developed through the duration of 
the course. I think it has also begun to shift beliefs of the anaesthetists 
enabling them to recognise th a t individuals, when left to make informed 
choices make decisions tha t are responsible and relevant to them a t the 
time.
It is not clear however how the anaesthetists will ‘manage’ themselves and 
the individuals who choose not to be assessed for the course. Anaesthetists 
are aware that this might be a  difficult area for them. Recognition by them 
tha t this behaviour is not necessarily non-compliance might assist them to 
work with individual choice. At this time no identified time has been
allocated to consider the implications of choosing not to opt in bu t it may 
become necessary to do so.
The actual role of the anaesthetists to the PMP is limited. I find tha t they 
tend to use my service in two ways. Firstly to refer someone specifically for 
the PMP. Secondly for a more general psychological assessment. In 
particular clients they themselves are feeling stuck and exhausted with. 
These may be clients who choose not to opt-in. Identifying and evaluating the 
reasons why individuals have chosen not to attend the PMP will be an  area of 
consideration once the service has been running for a  reasonable period of 
time.
As yet I do not really have a sense of who will benefit from the PMP as each 
individual who completed the first course gained something different. A 
principal area I am beginning to find myself focusing on in the initial 
interview is whether the individual is able to consider their pain as 
influenced by factors other than  the physical experience. This I believe 
enables them to be open to the possibility of change, as there is greater 
potential for reflective consideration. Individuals who do not seem 
appropriate are those who rigidly believe tha t something medical can be done 
an d /o r who are not prepared to increase their activity levels because they 
will h a rm ’ themselves. There also appears to be a  small group of individuals 
for whom the notion tha t some how they can make a difference to their pain 
is so alien tha t they become defended and a t times hostile. The provision of 
extra clinical psychology time for individual work is I feel needed in order to 
provide preparation time before they join a  course.
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The opt-in option, the questionnaires and the initial assessm ent interview do 
begin some of this preparation work. I try within the context of the 
assessm ent to ask questions th a t elicit and help individuals reflect on their 
involvement with the pain. Some times this is not possible as the emotional 
pain associated with being in pain and the losses they have incurred can be 
too overwhelming.
Course:
The content of the course was felt to be appropriate bu t there was a  lot of 
information. As a consequence many of the sessions felt full and rushed. 
One of the m ost obvious casualties of this was the exercise and relaxation 
parts of the course. These had been organised to occur a t the end of each 
session and inevitably were pushed out or rushed through. In a  similar way 
the homework often was not attended to. In part I think the above was to do 
with too m uch information bu t also is a  reflection of peoples’ need to talk 
and be listened to.
Individual participants provoked some useful and illuminating observations. 
Two in particular stayed with me. These were the tremendous sense of 
prem ature ageing and the isolation from 'normal’ members of society 
because of stigmatisation and reduced physical capabilities.
The course itself seemed to challenge people to think differently and reflect 
upon areas tha t they had not considered before. In particular people were
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th in k in g  about how factors interrelate with each other and with their pain. 
The points of most change appeared to come about when members struggled 
to recognise their own inter-relationships recognising patterns and 
behaviours tha t made their pain worse or better.
During the review session the group was presented with table 2 for 
discussion. I felt this might be helpful for them a) to see the areas of change 
and b) to comment on how they thought the changes had been achieved. The 
standardised questionnaires illustrate tha t self efficacy does appear to have 
improved for all people on the course. This is recognised as one area th a t any 
PMP should Aim to improve. Many of the clients continue to experience 
anxiety. People identified two reasons for this a) a  fear tha t the bad days 
would still ‘get them ’ and b) tha t the PMP was the end of the road in terms of 
things they could be offered to alleviate their pain. The expectation th a t they 
are entitled to a pain free existence therefore appears to remain. However 
participants did feel tha t they had greater control and tha t they were less 
inclined to feel overwhelmed because they had established some coping 
mechanisms to combat a  rise in the pain.
All individuals agreed that the most beneficial part of the course had been 
the experience of meeting and working with individuals in a  similar position. 
This in itself helped people to feel less isolated as they were meeting or 
talking on the phone with each other. One gentleman described th is process 
as ‘having been in a  land where no one was speaking the same language as 
him and then he met members of the group and could understand and be 
understood’.
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One individual who attended the course had found herself a  job and another 
had started to drive her car again after a  break of three years. Three of the 
gentlemen meet each week to go swimming and one also attends Tai Chi 
once a  week with his wife. Although not fully reflected in the questionnaires 
everyone agreed that they were more active generally and tha t they were 
more confident about trying things they had given up doing. Most 
participants had greatly reduced their medication with four of them having 
stopped completely. One of these had weaned himself off Morphine Sulphate 
tablets and was feeling significantly better in himself.
O rganisational Difficulties:
The main organisational problems have involved a  lack of purchased time. 
Three days a  month is wholly inadequate to run  a  psychological service for 
individuals in chronic pain. The service desperately needs to expand so th a t 
psychology is available for individuals and for team development.
The physical environment in which we work is far from ideal and took many 
m onths to find and refurbish. We currently share it with the anti-natal 
service.
Cross purchasing from trusts has not been problematic b u t this may not 
always be the case as Primaiy Care G roups/Trusts develop and they begin 
determining the purchasing of services.
Course Changes:
1. It has been agreed tha t a t this stage we will not change anything bu t the 
most obvious areas. This is because we all feel tha t as a  course and as a  
team we are going to need time to develop and see w hat works overall 
rather than  making changes based on only one group.
2. It has been agreed tha t we will not compromise on the relaxation and 
exercise. These parts of the course will take place in a  different room in 
order to separate the time.
3. Exercise was being done as a whole group. The evaluation feedback 
suggests this was not helpful so individual sheet plans will be given out 
so people can work by themselves. This hopefully will also encourage 
them to continue a t home.
4. The concept of interrelationships was not introduced until the third 
session. Developing the concept will begin in the first session so greater 
time can be spent consolidating the ideas.
5 . Teaching time will also be specifically allocated to the subject of anxiety 
in order to tiy and address some of the issues raised by running the first 
course.
Service Development:
1) The majority of individuals referred for psychological assessm ent have 
experienced chronic pain for a  num ber of years. Although the literature is 
not clear how earlier intervention affects chronic pain prognosis, it is 
hoped tha t we can introduce PMPs earlier in the cycle of chronic pain 
development.
2) High proportions of individuals referred to the chronic pain course have 
had major back surgery. I understand tha t the current surgical team 
routinely uses psychological screening (I do not know which). I believe it 
would be appropriate to develop some links with this service to a) 
understand who develops chronic pain following surgeiy and b) to 
possibly become involved in some preparatory work with respect to pain 
management.
3) Monitoring and understanding who does not take up the option of an  
assessm ent may result in service changes.
4) Introducing psychology and physiotherapy time for individual work is an 
important part of any future service development.
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PAIN MANAGEMENT 
SERVICE
AS/KW
Date
M ID ESSEXiU®
Broomfield Hospital 
Court Road 
Broomfield 
Chelmsford 
Essex CM1 7ET 
®  (01245) 514068 
Fax (01245) 514625
Dear
As you are aware, I have received a referral from .......................................................................
asking if I could meet with you, and you have returned the form requesting an assessment to
consider joining our Pain Management Course.
The purpose o f this meeting would be to provide the opportunity to consider how the pain you 
experience influences and affects other areas o f your life, and to discuss the possibility o f you 
joining the Pain Management Course.
I can offer you an appointment at The Day Stay Unit, Broomfield Hospital,
Please confirm with Karen Webber, the Pain Service Secretary on 01245-514068 whether you can 
attend this appointment.
It would be helpful if you could bring a relative or close friend to this meeting, as they will also 
be included in two sessions o f the Pain Management Course.
Enclosed are a number o f questionnaires which you will need to fill in and bring with you.
on at
nnie Sheldrake[A
Principle Clinical Psychologist (Pain Service)
A National tiea im  service  iru s t
PAIN MANAGEMENT 
SERVICE
AS/KW/
Date:
M ID  ESSEX
Broomfield Hospital 
Court Road 
Broomfield 
Chelmsford 
Essex CM1 7ET
npflr ®  (01245) 514068
^ ear Fax (01245) 514625
Re:
Thank you for referring...........................................................  t0 me for ^ s m e n t  onto the Pain
Management Course.
^ t h e m f o r e ^ s u r i Ï  S  at S f a i e ,  involvement in the Pain Management Course process 
is not appropriate for them.
I have therefore removed their name from my waiting list.
Yours sincerely,
c J f'a td z z ..
 ^ Iheldrake 
Clinical Psychologist (Pain Service)
ce GP
MID ESSEX HEALTH AUTHORITY 
INTRODUCTION TO OUR PAIN MANAGEMENT COURSE:
The Pain  M anagem ent C ourse is  organised by  th e  Pain  Service in  Mid E ssex  
H ealth  T rust.
S taff involved in  th e  P ain  Service inc ludes a  Clinical Psychologist, a  Pain  
M anagem ent N urse, a  P hysio therap ist an d  th ree  A naesthetists.
Initially you will have m et w ith  one of th e  an ae s th e tis ts  w ho th e n  referred 
you to  o ther m em bers of th e  Pain  Service for a sse ssm en t onto  th e  Pain 
M anagem ent C ourse.
Following an  a sse ssm en t w ith  each  professional involved w ith  th e  course, 
a n d  respecting  y o u r views, a  jo in t decision will be  m ade regard ing  w h e th er i t  
is  felt app ro p ria te , a t  th is  tim e, for you to  be p laced  on  a  w aiting lis t to  jo in  a  
Pain  M anagem ent C ourse. Acceptance on to  th e  course  d epends on  a  
n u m b er of th ings, includ ing  th e  benefit th a t  we feel you m ay be able to  gain  
from the  course  a s  it  is  cu rren tly  s tru c tu red .
PHILOSOPHY
THAT THE EXPERIENCE OF PAIN IS REAL AND THAT PEOPLE WHO SUFFER 
FROM CHRONIC PAIN CAN BE ASSISTED TO FIND HELPFUL AND BENEFICIAL 
TECHNIQUES TO REDUCE THE IMPACT THAT THE CHRONIC PAIN HAS ON THEM 
AND THEIR FAMILIES LIVES.
AIM
TO PROVIDE YOU AND YOUR FAMILY WITH THE OPPORTUNITY TO UNDERSTAND 
YOUR PAIN, WHAT INFLUENCES IT AND MAINTAINS IT. TO TEACH YOU 
PHYSICAL, PSYCHOLOGICAL AND PRACTICAL TECHNIQUES THAT CAN BE USED 
TO INFLUENCE AND MODERATE YOUR EXPERIENCE OF PAIN.
OBJECTIVES
• TO PROVIDE YOU WITH AN UNDERSTANDING OF YOUR PAIN AND HOW THIS 
CAN BE INFLUENCED BY A NUMBER OF FACTORS.
• TO PROVIDE YOU WITH THE OPPORTUNITY TO CONSIDER YOUR 
EXPERIENCE OF PAIN AND HOW IT INFLUENCES YOURS AND OTHERS 
QUALITY OF LIFE.
• TO TEACH YOU TECHNIQUES THAT CAN HAVE POSITIVE EFFECTS ON YOUR 
EXPERIENCE OF PAIN. INCREASING YOUR BELIEF IN YOUR ABILITY TO MAKE 
A DIFFERENCE.
• TO EVALUATE & IMPROVE YOUR ACTIVITY LEVEL SO THAT YOU HAVE 
INCREASED PHYSICAL FITNESS AND MOVEMENT.
• TO DEFINE, WITH YOU, INDIVIDUAL & REALISTIC GOALS AND PROVIDE 
INFORMATION ABOUT HOW YOU MIGHT ACHIEVE THEM.
AS/A
WHAT TO EXPECT
• That your pain will n o t be taken away but it will be understood 
and you will be helped to approach your difficulties in a  different 
way.
• Seven full day sessions every fortnight on a  Thursday.
• The working day will begin a t 9.30 am  and finish at 4.30. There will 
be three breaks at midmoming, lunch and mid afternoon.
• All sessions will be held a t St Johns Hospital, Chelmsford. There 
are canteen facilities for lunch. Tea and coffee will be provided.
• Seven other people who experience chronic pain will be working 
with you.
• An expectation that you will attend each session, and under your 
own means.
• In order to maintain the integrity of the group it will be necessary 
to exclude you if you miss more than one day.
» At least twice during the course, a  person who is significantly close 
to you will attend.
• All sessions are confidential.
• There will be at least three members of the Pain Service present 
through out the day.
» Each session will consist of teaching, information gathering, 
working in small and larger groups, role-playing, discussion, 
exercise and relaxation.
• Sessions will reflect the aims and objectives of the Pain 
Management Course.
• Expectations that you are a  willing participant and therefore will 
actively and willingly practise the things tha t are suggested, and 
help other people within the group.
• During the course there will be ongoing evaluation of the course, 
and of your progress in the form of confidential questionnaires and 
forms.
• P lease w ear com fortab le c lo th es & sh o es.
• P lease bring w ritin g  m ateria ls i.e . p en , p en c il, paper.
Daily Pain Diary
Prior to starting thé Pain Management course we have found that it is 
helpful for people to complete a  daily diaiy. This will begin to help u s all 
understand your experience of pain and how it effects you daily activities 
and thoughts.
This is useful information for you and u s as the more information we all 
have the more we all have to work with.
Below is an  example of how we feel the diary could be organised.
Tim e ... All columns should be completed four times a  day. In the morning 
when you get up. Midday, and a  mid point in the afternoon and in the 
evening prior to going to bed. Record the time in the space provided and the 
information highlighted below.
Pain in ten sity  ... Record the intensity of the pain using th is rating scale.
0 = no pain
1 = a  little pain
2 = moderate pain
3 = severe pain
4 = extremely intense pain, as bad as it can get
Pain d istress ... Sometimes the amount of distress tha t the pain is causing 
you can vary, even if the intensity of the pain doesn’t. Use the below rating 
scale to identify how m uch distress you are experiencing from the pain.
0 = no distress
1 = a little distress
2 = moderate distress
3 = very distressed
4 = extremely distressed
Situation  and A ctivity ... Situation refers to the place you are at the time 
you are recording the pain e.g. shops, home. Activity refers to what you are 
doing e.g. shopping, driving washing etc.
Em otion ... This refers to how/what you are feeling a t the time e.g. angry, 
anxious, happy, indifferent etc
Thoughts ... This refers to the types of things you are thinking about e.g. I’m 
useless’ I’m never going to be able to cope etc. Sometimes thoughts are 
harder to hold onto bu t try to consider what you are thinking a t the time you 
record in your diary.
M edication ... Record all the medicines that you take through out the day 
and how much you have taken. If you don’t take any record nil
AS/A
Additional com m ents ... This space is for you to write a  little more detail 
some of the things youVe noticed. Such as
Did the pain keep you awake?
Was the pain worse a t a  particular time of the day?
Was this associated with something you were thinking, feeling or doing? 
When the pain was better what was different?
What things have you done today to find relief from the pain?
Time Pain
Intensity
Pain
Distress
Situation
&
Activity
Emotion Thoughts Medicine taken 
Time taken
Morning
At
Midday
At
Afternoon
At
Evening
at
Additional com m ents :
AS/A
ill!
hîi!i!i
«« i lmm
Siîiss
SiiAjàiî
Lu
C—H
APPENDIX B
PAIN COPING STRATEGIES
n f e r -n e l s o n
Htallh 6f Social Can
Date:....................................................... .. Record Number:......................................
Individuals who experience pain have developed a number of ways to cope or deal with their pain. 
These include saying things to themselves when they experience pain, or engaging in different 
activities. Below are a list of things that people have reported doing when they feel pain. For each 
activity, I would like you to indicate, using the scale below, how much you engage in that activity when 
you feel pain. An 0 indicates that you never do that activity when you are experiencing pain, a 3 
indicates you sometimes do it when you are experiencing pain, and a 6 indicates you always do it 
when you are experiencing pain. Remember, you can use any point along the scale. Write the 
appropriate number in the box beside each question.
0 1 2  3 4 5 6
/Vevpr Sometimes Always
'  do fhaf
When I feel pain .. .
"  "  ’ 1. I try to feel distant from the pain, almost as if the pain was in somebody else’s 
body.
  2. I leavelhe house and do something, such as going to the cinema or shopping.
2  3. I try to think of something pleasant.
V‘Z- 4. I don't think of it as pain but rather as a dull or warm feeling.
Z 'Z  5. It is terrible and I feel it is never going to get any better.
 ___ _ 6. I te ll m yself to be brave and carry on desp ite  the pain.
7. I read.
,... " 1 8. I tell myself that I can overcome the pain.
:____ ; 9. I count numbers in my head or run a song through my mind.
[ i 10. I just think of it as some other sensation, such as numbness.
: 1 1 1 . it is awful and I feel that it overwhelms me.
[ j 12. I play mental games with myself to keep my mind off the pain.
I ] 13. I feel my life isn’t worth living.
H | 14. I know someday someone will be here to help me and it will go away for a while.
[ I 15. I pray to God it won't last long.
j I 16. I try not to think of it as my body, but rather as something separate from me
[Z j  17. I don’t think about the pain.
j | 1 s. I try to think years ahead, what everything will be like after I’ve got rid of the pain.
! I 19. I tell myself it doesn’t hurt.
| j 20. I tell myself I can’t let the pain stand in the way of what I have to do.
I I 21. I don’t pay any attention to it.
j | 22. I have faith in doctors that someday there will be a cure for my pain.
When I feel pain . . .
I I 23. No matter how bad it gets, I know I can handle it.
I 1 24. I pretend it is not there
I I 25. I worry all the time about whether it will end.
I ___ J 26. I replay in my mind pleasant experiences in the past.
! I 27. I think of people I enjoy doing things with.
I .......I 28. I pray for the pain to stop.
I . J 29. I imaging that the pain is outside of my body.
I 1 30. I just go on as if nothing happened.
L J 31. I see  it as a challenge and don’t let it bother me.
I ] 32. Although it hurts, I just keep on going.
I J 33. I feel I can’t stand it any more.
L I 34. I try to be around other people.
f   ]  35. I ignore it.
I I 36. I rely on my faith in God.
! . . ! 37. I feel like I can’t go on.
! .. ! 38. I think of things I enjoy doing.
! 39. I do anything to get my mind off the pain.
' ; 40. I do something I enjoy, such as watching television or listening to music.
41. I pretend it is not part of m e.
Based on all the things you do to cope or deal with your pain, on an average day, how much 
control do you feel you have over it? Please circle the appropriate number. Remember, you 
can circle any number along the scale.
0 1 2 3 4 5 6
No control Som e control Complete
control
Based on all the things you do to cope or deal with your pain, on an average day, how much 
are you able to decrease it? Please circle the appropriate number. Remember, you can 
circle any number along the scale.
0 1 2 3 4 5 6
Can't decrease Can decrease Can decrease
it at all it somewhat it completely
R o sen stie l and  K eefe. 1981 . From T he u s e  of cop ing  s tra teg ie s  in chronic low back  pain patients: relationship to  
patient ch aracteristic s and current adjustm ent'. Pain. 17. 3 3 - 4 4 .  R eprodu ced  with the kind perm ission  of A. K. 
(R o sen stie l)  G ro ss.
This m e a su r e  is part of M easures in Health Psychology: A User's Portfolio, written and com piled  by P ro fe sso r  John  
W einm an. Dr S te p h en  Wright and  P ro fesso r  Marie John ston . O n ce  the invoice h a s  b e e n  paid, it m ay b e  p h o to co p ied  
for u s e  w ith in  th e  p u r c h a s in g  in s t itu t io n  o n ly . Published by T he N FE R -N E L SO N  Publishing C om pany Ltd, Darville 
H o u se , 2  Oxford R oad E ast. W indsor. B erkshire SL 4 1DF. UK. C o d e  4 9 2 0  0 2  4
PSEQ
N A M E :_________________________________________________DATE:----------------------------
INSTRUCTIONS: Please rate how confident you are that yoii can do the following things at 
present despite the pain. To answer, circle omt o f the numbers on the scale under each ttem, 
where 0 =  "not at all confident" and 6 -  "completely confident .
For example:-
0 1 2 3 4 5 6
Completely
N a t a l i  confident
confident
Remember, this questionnaire is not asking whether you have been doing these things, but 
rather how confident you are that you can do them at present despite the pain-
1. I can enjoy things, despite the pain.
0 1 -  3 4 5 6 .
C o m p l e t e ;  y
.no- at at. conf iden t
conf ident
2. I can do most of the household chores (e.g. tidying up, washing dishes etc), 
despite the pain.
A I 2 3 4 5 6
Com ple te ly
Not  at all conf iden t
conf ident
3. I can socialise with my friends or family members as often as 1 used to, despite 
the pain.
0 *' 2 3 4 5 Completely
N ot at conf ident
conf ident
4. I can cope with my pain in most situations.
0 1 2 3  4 5 6
Completely
Not at all confident
confident
p le a s e  turn  o v e r  .
5. I can do some form of work, despite the pain ('work' includes housework, paid 
and unpaid work).
0 1 2 3 4 5 6
Not at all Completely
confident confident
6. I can still do many of the things I enjoy doing, such as hobbies or leisure
activities, despite the pain.
0 I 2: 3 4 5 6
Not at all Completely
confident confident
7. I can cope with my pain without medication.
0 1 2  3 4 5 6
Not at all Completely
confident confident
8. i can still accomplish most of my goals in life, despite the pain.
0 1 2 . 3  4 5 6
Not at all - Completely
confident confident
9. I can live a normal lifestyle, despite the pain.
0 1 2 3 4 5 6
Not at all Completely
confident confident
10. I can gradually become more active, despite the pain.
0 1 2  3 4 5 6
Not at all Completely
confident confident
p l e a s e  m a k e  s u r e  t h a t  y o u  h a v e  c o m p le t e d  ALL o f  t h e  i t e m s
PAIN QUESTIONNAIRE (BPCQ) NFER-NELSON lieaitb 14 Socud Can
Name:
Qate ;................................................  Record Number:
Here are some opinions which people sometimes hold about pain. I would like you to read 
them carefully and show me how much you agree or disagree with each one by ticking one 
of the numbers for each question. There are no right or wrong answers; I am interested in
your views.
1 . If I take good care of myself. I can usually avoid 
pain.
2. W hether or not I am in pain in the future depends 
on the skill of the doctors.
I 3 . W henever I am in pain, it is usually oecause of 
something ! have dona c  net cone
Being pam -tree i. rq o  , o m atter o ' j c \
| will be in pain |
; ;
I 0  W hetner or not i am ;n pam oeoenos on //ha t tne ;
| doctors do for me.  ^ j
| 7 . ! cannot ge t'any ne ip for my par", .m ess  : go :c :
I seek m edical help I
j !
| g. W hen I am in pain i know that ,t =s oecause . j 
I have not been taking proper exercise or eating ■ 
the right food. j
9. W hether or not people are «n pain =s governea ov 
accidenta l happenings.
10. People’s pain results from their own 
carelessness. "
1 1 . I am d irectly responsib le  for my pain.
12. Relief from  pain is chiefly contro lled  by the 
doctors.
13. People w ho are never in pain are just plain lucky.
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Name:
Occupation:
Marital Status:
Education:
Age: Sex:
This questionnaire consists of 21 groups of statements. After reading each group of statements carefully, 
circle the number (0, 1, 2 or 3) next to the one statement in each group which best describes the way you 
have been feeling the past week, including today. If several statements within a group seem to apply equally 
well, circle each one. Be sure to read all the statements in each group before making your choice.
1 I do not feel sad.
I feel sad.
I am sad all the time and I can’t snap out of it. 
I am so sad or unhappy that I can’t stand it.
I am not particularly discouraged about the 
future.
I feel discouraged about the future.
I feel I have nothing to look forward to.
I feel that the future is hopeless and that 
things cannot improve.
I do not feel like a failure.
I feel I have failed more than the 
average person.
As I look back on my life, all I can see is 
a lot of failures.
I feel I am a complete failure as a person.
I get as much satisfaction out of things as I 
used to.
I don’t enjoy things the way I used to.
I don’t get real satisfaction out of anything 
anymore.
I am dissatisfied or bored with everything.
I don’t feel particularly guilty.
I feel guilty a good part of the time.
I feel quite guilty most of the time.
I feel guilty all of the time.
I don’t feel I am being punished.
I feel I may be punished.
I expect to be punished.
I feel I am being punished.
I don’t feel disappointed in myself.
I am disappointed in myself.
I am disgusted with myself.
I hate myself.
10
11
8 0 I don’t feel I am any worse than
anybody else.
1 I am critical of myself for my weaknesses 
or mistakes.
2 I blame my self all the time for my faults.
3 I blame myself for everything bad 
that happens.
I don’t have any thoughts of killing myself.
I have thoughts of killing myself, but I 
would not carry them out.
I would like to kill myself.
I would kill myself if I had the chance.
I don’t cry any more than usual.
I cry more now than I used to.
I cry all the time now.
I used to be able to cry, but now I can’t cry 
even though I want to.
I am no more irritated now than I ever am.
I get annoyed or irritated more easily than 
I used to.
I feel irritated all the time now.
I don’t get irritated at all by the things that 
used to irritate me.
I have not lost interest in other people.
I am less interested in other people than 
I used to be.
I have lost most of my interest in 
other people.
I have lost all of my interest in other people.
13 0 I make decisions about as well as
I ever could.
1 I put off making decisions more than 
I used to.
2 I have greater difficulty in making 
decisions than before.
3 I can’t make decisions at all anymore.
12 o
i
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14 o I don’t feel I look any worse than I used to.
1 I am worried that I am looking old or 
unattractive.
2 I feel that there are permanent changes 
in my appearance that make me look 
unattractive.
3 I believe that I look ugly.
15 o I can work about as well as before.
1 It takes an extra effort to get started at 
doing something.
2 I have to push myself very hard to do 
anything.
3 I can’t do any work at all.
16 o I can sleep as well as usual.
1 I don’t sleep as well as I used to.
2 I wake up 1 -2 hours earlier than usual 
and find it hard to get back to sleep.
3 I wake up several hours earlier than I 
used to and cannot get back to sleep.
17 o I don’t get more tired than usual.
1 I get tired more easily than I used to.
2 I get tired from doing almost anything.
3 I am too tired to do anything.
18 o My appetite is no worse than usual.
1 My appetite is not as good as it used to be.
2 My appetite is much worse now.
3 I have no appetite at all anymore.
19 o I haven’t lost much weight, if any, lately.
1 I have lost more than 5 pounds.
2 I have lost more than 10 pounds.
3 I have lost more than 15 pounds.
I am purposely trying to lose weight by 
eating less. Yes_______No______
28 o I am no more worried about my health
than usual.
1 I am worried about physical problems 
such as aches and pains; or upset 
stomach; or constipation.
2 I am very worried about physical 
problems and it’s hard to think of 
much else.
3 I am so worried about my physical 
problems that I cannot think about 
anything else.
21 o I have hot noticed any recent change
in my interest in sex.
1 I am less interested in sex than I used 
to be.
2 I am much less interested in sex now.
s I have lost interest in sex completely.
Subtotal Page 2 
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TPC 0528-004 31 32 33 34 35 36 37 38 39 40 41 42 43 44 45 B C D E
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Hospital Anxiety and 
Depression Scale (HADS)
NFER z
i
Name: Date:
Clinicians are  aw are  th a t  em otions p lay  an  im p o rtan t p a rt in m ost illnesses. If your 
clin ician  know s ab o u t th ese  feelings he or she will be able to help you m ore.
This q u estio n n a ire  is designed  to help your clin ician  to know  how  you feel. R ead each 
item  below  an d  underline the reply w hich com es closest to how  you have been feeling 
in the  p a s t week. Ignore the  num bers p rin ted  a t  the edge o f the  qu estio n n aire .
D on’t tak e  too long  over y o u r replies, yo u r im m ediate  reaction  to each  item  will 
p robably  be m ore accu ra te  th a n  a long, th o u g h t-o u t response .
I feel tense or ‘w ound up*
Most of the time
A lot of the time
From time to time, occasionally
Not at all
I still enjoy the th ings I used to enjoy
Definitely as much 
Not quite so much 
Only a little 
Hardly at all
I get a sort of frightened feeling as if 
som ething awful is abou t to happen
Very definitely and quite badly 
Yes, but not too badly 
A little, but it doesn’t worry me 
Not at all
I can laugh and see the funny side of th ings
As much as I always could 
Not quite so much now 
Definitely not so much now 
Not at all
Worrying though ts go through my mind
A great deal of the time 
A lot of the time 
Not too often 
Very little
I feel cheerful
Never 
Not often 
Sometimes 
Most of the time
I can sit a t  ease and  feel relaxed
Definitely 
Usually 
Not often 
Not at all
I feel as if I am slowed down
Nearly all the time 
Very often 
Sometimes 
Not at all
I get a so rt of frightened feeling like 
‘b u tterflies’ in the stom ach
Not at all 
Occasionally 
Quite often 
Very often
I have lost in terest in my appearance
Definitely
I don’t take as much care as I should 
I may not take quite as much care 
I take just as much care as ever
I feel restless as if I have to be on
the move
Very much indeed 
Quite a lot 
Not very much 
Not at all
I look forward w ith enjoym ent to th ings
As much as I ever did 
Rather less than I used to 
Definitely less than I used to 
Hardly at all
I get sudden feelings of panic
Very often indeed 
Quite often 
Not very often 
Not at all
I can enjoy a good book or radio or 
television program m e
Often 
Sometimes 
Not often 
Very seldom
Now check th a t you have answ ered all the questions
TOTAL
This form is printed in green. Any other colour is an unauthorized photocopy.
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Windsor, Berkshire SL4 IDF, UK. All rights reserved.
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APPENDIX C
Present at Interview:
Date:
Name:
Address:
Tel. No.:
Date of Birth: 
Hospital Contacts
Agei Handedness:
Medical History
Illness
Head Injury 
Surgery
Family Medical History:
1. Medical
2. Psychiatric
Current Diagnosis/Status
1. Pain Clinic
2. Drugs/Alcohol
Activity Levels - Physical Deterioration
What happens to your pain if you try and finish a task before stopping
Behaviour - ABC
Beliefs/Thoughts
Due to your persisting pain how have you changed your lifestyle?
When are you in control of the pain?
When is the pain in control of you?
Treatments
Medication/side-effects, type:
Changes:
Feelings:
Relationships:
Grandparents: Schooling/Occupation:
Parents:
Self:
Children:
Nature of Endings
Quality of Relationships 
alCommunication
blSexual
clSocial
dtCurrent Difficulties/Changes
Family Background
Current Situation
Pain History
Dates:
Traumatic/Insidious: 
Previous Episodes:
Interventions
Dates:
List:
Efficacy:
Changes:
Pain Experiences 
McQuill
Factors make better/w 
Impact of mood:
Drug Effects:
Type:
Amount:
Effects/Pattern:
Beliefs:
Pain Behaviour:
Routine/Activities:
Co-Habitants Role:
Role Changes:
Good/Bad days/Difference:
Verbal/Non-Verbal behaviour/Response 
Avoidance behaviours:
Sleeping:
Impact pain/mood co-habitant:
Coping Skills 
Response to Pain:
Reactive thoughts/feelings:
Future expectations:
Attributions:
Belief re cause:
Health Fears:
Interpretation of Medical Information:
Current Life Stress 
Conflicts:
Impact of Pain:
Psychological deffs - obsessions, suicide ideation, anger, anxiety.
Occupation:
Current:
Education:
Skills:
Medico-Legal:
Litigation:
Summarv/FORMULATION :
Recommendation:
What would be the benefit of you becoming involved in a PMP?
How able do you think you will be at considering your pain as helped by other methods 
than drugs?
If 1 was to tell you that your pain can be more in your control, and that it is partly 
dependant on how you feel and behave, what would you think I feel?
How do you feel about seeing a clinical psychologist?
Do you think you are depressed or overly anxious? Etc.
Are there any significant events in your life which might be influencing how you manage 
things? death, sexual abuse, family relationships
At this moment in time, how/what do you feel about yourself?
How able do you think you can be at making some significant changes in your life?
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What would be the benefit of you becoming involved in a PMP?
APPENDIX D
COURSE EVALUATION
1. Thinking back to before you started the course what did you expect 
to get out of it?
2. Has the course met ALL SOME NONE of these 
expectations? Please ring and give some explanation.
3. What specific knowledge and skills have you gained from the 
course?
4. As a  result of these skills what are you doing differently now to 
before you started the course?
5. Which parts of the course have been the most helpful/interesting?
6. What do you think we could include/do differently to improve the 
course overall?
7. What things might get in the way of you using and practising what 
you have learnt?
8. Would you recommend the course to other people? 
Highly Recommend Not Recommend
AS/A
9. Do you feel the PMC has helped you to understand your experience 
of pain?
Completely 
Quite a  lot 
A little 
Not a t all
10. Has the PMC helped you to consider your experience of pain and 
how it influences your quality of life ?
Completely 
Quite a  lot 
A little 
Not at all
11. As a  consequence of the course have you increased your activity 
levels and seen an improvement in your fitness?
Completely 
Quite a  lot 
A little 
Not at all
12. Has the course helped you to belief that you can make a  difference 
to your pain?
Completely 
Quite a  lot 
A little 
Not at all
13. Have you achieved SOME ALL NONE of the goals that 
you identified?
14. Have the techniques tha t you've been taught been helpful?
Completely 
Quite a  lot 
A little 
Not at all
AS/A
Rating Scale 0 = Extremely Bad 10 = Extremely Good
The overall c o n ten t o f th e  cou rse
0 1 2 3 4 5 6 7 8 9  10
T he tea ch in g  se ss io n s
0 1 2 3 4 5 6 7 8 9  10
The ex erc ise /p h y sio th era p y  w ork
0 1 2 3 4 5 6 7 8 9  10
The d iscu ssio n s
0 1 2 3 4 5 6 7 8 9  10
The hom ew ork
0 1  2 3 4 5 6 7 8 9  10 
T he lo c a tio n /fa c ilitie s
0 1 2 3 4 5 6 7 8 9  10
H andouts
0 1 2 3 4 5 6 7 8 9  10
T eaching m eth od s
0 1 2 3 4 5 6 7 8 9  10
O verheads
0 1 2 3 4 5 6 7 8 9  10
AS/A
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Scoring Key
H osp ita l A n xiety  and D ep ression  S ca le  Cut off = 8-10 
B eck  D ep ression  Inventory  Cut off = 15-18
B elie fs about pain  co n tro l (BPCQ) Higher score reflects stronger belief.
P ain  C oping S tra teg ies (PCQ) Each sub scale 0-36 higher score > use of strategy 
S elf-E fficacy  (PSEQ) Higher the score greater perception of self-efficacy.
ACADEMIC DOSSIER
Pain  M anagem ent Program s:
A response to  th e  m anagem en t o f 
ch ron ic  pain .
PAIN M ANAGEM ENT PROGRAM M ES 
A  R E SPO N SE  TO  TH E M ANAGEM ENT O F CHRONIC PA IN .
In the early sixties a  response to the management of chronic pain was the 
development of pain management programmes (PMPs). These are structured 
programmes currently endorsed by The Association of Anaesthetists of Great 
Britain and Northern Ireland: The Pain Society. As a consequence PMPs have 
increasingly become the treatm ent of choice for chronic pain sufferers.
Chronic pain develops over time and persists long after a  physiological cause 
is assum ed to have ceased. This persistence, in the absence of physiological 
factors, is curious, and has challenged assum ptions th a t pain is only 
experienced in the presence of noxious stimuli. Essentially pain can become 
benign bu t intractable. As a  consequence the management of chronic pain 
has challenged medical understanding and more recently psychosocial 
treatments. It remains a  particularly intractable problem.
This essay aims to consider PMPs as a response to managing chronic pain 
and to reflect upon changes in understanding pain tha t have led directly to 
them. The essay begins with a  discussion on the etiological understanding of 
pain. This is a  significant area in the development of PMPs bu t it is beyond 
the scope of this essay to do more than  highlight some of the theoretical 
positions th a t have been proposed. The main focus is on the structure and 
the content of PMPs. The research evidence tha t supports the individual 
elements of PMPs is discussed bu t there remains limited direct research on 
the efficacy of the actual PMPs. Some conclusions about this are considered 
before drawing conclusions about PMPs.
The etio logical contributions.
Pain is a  puzzle not least because there are a  num ber of psychological and 
physiological observations tha t need to be considered. The example of 
Beecher's (1956) account of soldiers, wounded a t Anzio, is consistently 
quoted as highlighting the complex issue of pain itself. Soldiers returned
with penetrating and horrendous injuries, required no analgesics and 
reported tha t they were not in significant pain. This, and laboratory work, led 
Beecher (1960) to draw a  conclusion tha t no simple relationship exists 
between a  stimulus tha t elicits pain and a  response. At the other extreme is 
the butcher who, while hanging meat, suspended him self by the hook. 
Terrified he cried out in excessive pain. The hook however had not touched 
his arm  merely pierced his coat (Tuke 1884). Both these examples implicate 
the influence of meaning on the experience of pain, anticipation of future 
consequences and memory.
Other examples tha t need to be explained include : - a) Amputees are often 
in extreme and continual pain long after their wound and limb have been 
removed; b) The spread of pain from the site of injury to unpredicted and 
unrelated areas of the body; c) Pain can persist even after the connections 
between the peripheral and central nervous systems have been surgically 
severed; d) Pain can be reactivated by the gentlest stimuli and occur with out 
the presence of any apparent stimulus; e) Pain can become chronic and 
intractable.
Early pain theories such as specificity (Muller 1842) and pattern 
(Goldscheider 1894) considered pain purely as a  physiological sensory 
response. However these sensory models of pain are not able to provide an 
adequate explanation of the above.
As a  consequence explanations for understanding the development of 
chronic pain and the influence of physiology, psychology and sociology have 
been proposed (Melzack & Wall 1965, Leventhal 1984, Turk & Flor 1984, 
Skevington 1995). Psychoanalytic, behaviourist and cognitive theories have 
all provided a  framework to explore the development and maintenance 
patterns of chronic pain (Fordyce, Fowler, Fehmann & DeLateur 1968, Turk 
& Rudy 1983).
One of the m ost influential and current working physiological models of pain 
is The Gate Control Theory (see Melzack 8s Wall 1965, 1989). This model is 
not entirely satisfactory in tha t aspects of it remain hypothetical and
assum ptions are made about the properties of the nervous system including 
the neural pathways and structures involved. However the essential strength 
of the model is the identification of top down processes such as inhibitory 
descending pathways and the identification of brain structures related to 
learning and avoidance of pain through pain memories. These are 
understood to have a  significant influence in the modulation of pain.
In summary the theory proposes that stimulation is detected by fast, large 
afferents and slow, small afferents terminating in the substantia gelatinosa 
(SG) of the dorsal horn of the spinal column. Impulses from these afferents 
are 'summed' in the SG. Impulses are then transmitted to the central 
transmission cells or T-cells also situated in the dorsal horn of the spinal 
cord. Output to the T-cells is dependent on the summing process in the SG. 
Activation by a  large fast fibre will excite the suppressor cells, closing the 
gate. Small slow fibres open the gate by inhibiting the suppressor cells tha t 
activate the T cells. The balance between the inhibitory and excitatory 
impulses is critical to the firing of the T-cells. If large fast fibres are reduced 
in num ber as a  consequence of damage then impulses from the small slow 
fibres are excessive, the gate remains open and pain continues. T-cell output 
transm its information to the local reflex circuits and the brain.
Pain is identified and evaluated by the brain in term s of its physical 
properties and past experience. This evaluation activates cognitive, affective 
and motivational systems in the frontal cortex. Connections with the frontal 
cortex and the structures in the limbic system account for the strong 
interplay between emotion and higher order evaluation. The theory also 
proposes th a t escape from and avoidance of pain are learnt. Centres in the 
intralam inar and medial nuclei of the thalam us m atch incoming information 
with memories of past experiences (Wall & Melzack 1983).
The gate control is a  model tha t has the potential to incorporate observed 
patterns of pain and acknowledges the potential role of higher cortical 
processes. This is apparent in a proposal by Melzack (1973) tha t pain has 
three components; sensory-discriminative, motivational-affective, and 
cognitive evaluative. The identification of higher level integration in the
experience of pain is important as it implicates the role of psychological and 
social elements in chronic pain.
Psychological theories of chronic pain have also been proposed. 
Psychodynamic theorists regard intractable pain as an  expression of 
emotional disturbance arising from unconscious and unresolved conflicts. 
Conceptualising chronic pain in this way led to research tha t examined the 
etiological significance of early family relationships, socio-economic status, 
birth order, marital adjustment, depression and personality disorders. 
Etiological evidence is largely unsubstantiated and of questionable 
significance (Roy 1985, Gamsa 1990). Gamsa (1994) sum m arises th a t while 
there may be some individuals whose pain is caused by emotional conflict a  
purely psychological explanation is not satisfactory for m ost people.
Fordyce et al (1968) suggest tha t it is only through behaviours such as facial 
and postural expression, speech, medication use and seeking medical 
explanation tha t it is known a  person is in pain. They propose th a t these 
behaviours occur for two reasons. Firstly as a  ‘respondent’ which is the 
nociceptive (a receptor preferentially sensitive to noxious stimuli) reflex to 
stimulation. Secondly as an  operant sensitive to pain reinforcing 
consequences. Chronic pain, it is suggested, is the consequence of pain 
behaviours being reinforced long after the respondent element of the original 
injury has ceased. As a  consequence a  behavioural treatm ent for chronic 
pain is to eliminate contingent behaviours (Fordyce, Roberts & Stem back 
1985, Turks & Rudy 1983) and replace them with ‘well behaviours’. A 
decrease in pain behaviour is identified as a  treatm ent success.
That pain behaviours can be demonstrated to be under control of 
environmental influences indicates maladaptive patterns of behaviour can 
develop and may be open to amelioration. However to regard pain behaviours 
as the sole contributor to chronic pain, after the noxious stimuli is no longer 
present is a  linear perspective on the experience of pain.
Investigation by cognitive theorists of intervening variables such as 
expectations, self statements, beliefs, self efficacy, attributions, locus of
control and coping styles have established tha t these also contribute to the 
experience of pain (Turk & Rudy 1983, Turner 1991, Bandura, O’Leary, 
Taylor, Gautheir & Gossard 1987). Cognitive interventions th a t challenge 
meanings and thought patterns have been found to be effective in reducing 
the experience of pain and improving quality of life (Herman & Bapiste 1981, 
Nicholas, Wilson & Goyen 1992).
Summary»
The am ount of research on pain and chronic pain has generally been 
determined by individual theoretical positions. This effectively led to singular 
treatm ent approaches such as medication, behavioural programmes and 
family therapy.
The potential role of a variety of factors (physical, behavioural, cognitive and 
social) in the development and maintenance of chronic pain, on going 
difficulties with treatm ent and the development of the gate control theoiy has 
led to treatm ents tha t incorporate a  multifactorial approach i.e. PMPs.
Pain M anagement Programmes,
In 1960 Dr J  Bonica, an  American anaesthesiologist, recognised th a t there 
was no single specialist tha t could manage the complexity of difficulties 
presented by people in chronic pain. The concept of a  multidisciplinary 
approach was developed and has remained a  central feature of PMPs across 
the world. The content of these programmes reflects etiological developments 
and recognition tha t a  singular model approach is ineffective.
Aim o f  PMPs.
The aim of PMPs as stated by The Pain Society (1997) ‘is to reduce the 
disability and distress caused by chronic pain by teaching sufferers physical, 
psychological and practical techniques to improve their quality o f life. It differs 
from other treatment provided in pain clinics in that pain relief is not the 
primary goaV. Hendler (1981) regards the aim of PMPs as a  process of
rehabilitation tha t fosters self-reliance. The aims adopted by PMPs are not 
about delivering a  pain free existence. This is a new approach to pain 
management. In adopting this particular position sufferers and professionals 
are both removed from the constricting and unrealistic expectation tha t 
everyone is entitled to a  pain free existence (Eccelston, Williams 8s Stainton 
1997). The expectation is unrealistic in as m uch as current understanding of 
pain does not permit achieving a pain free existence.
Structure and Content:
PMPs assume a num ber of things tha t inform the structure and content.
1) That pain is not consistent over time;
2) That the experience of pain is complicated; '
3) That pain is multifaceted;
4) That not enough is known about pain to ‘promise’ no pain;
5) That people can be helped to gain a  greater degree of control over the pain 
experience through education and taught techniques.
PMPs treat groups of individuals as inpatients and as outpatients. Gentry & 
Owen (1986) identify seven clinical reasons for group work with chronic pain 
sufferers. These include, for the client, the common problems they face, 
economical use of time, amelioration of social isolation factors, credible 
feedback, alternative perspectives, a  new reference group and for the 
therapist the reduced chance of dependency.
The structure and content of PMPs fits broadly into the categories of 
education, group discussion and skills training. Of interest is a  comment by 
Weir, Woodside & Crook (1988) on PMPs. They suggest tha t ‘difficulties in 
understanding, describing and teaching the treatm ent process (of the PMP) is 
tha t several different conceptual models are implicitly used in the clinical 
formulation and subsequent therapeutic approach bu t rarely identified as 
such’ p. 109.
There are however currently two models generally associated with the 
content of PMPs. One is the cognitive behavioural model and the other the
gate control model. PMPs typically introduce The Gate Control Theoiy as this 
provides an  opportunity for clinicians to introduce the role of higher 
descending cortical influences and challenge beliefs about pain as more than 
an organic response. Turk 8s Rudy (1983) refer to this as re-conceptualising 
the problem.
Beliefs about pain and its causes are regarded as an  important challenge for 
PMPs. Edwards, Pearce, Turner, Stokes & Jones (1992) compared the beliefs 
of people in pain and people not in pain. Individuals not in pain believed that 
psychological factors such as thought patterns, coping and anxiety could all 
influence pain. Individuals in pain regarded their pain as organic and tended 
to deny psychological influences. Jensen, Karoly 8s Huger (1987) identified 
five beliefs held by chronic pain sufferers. 1) That a  doctor will get rid of the 
pain. 2) That they are not in control of the pain. 3) That others are 
responsible for helping when a  person is in pain. 4) That pain is perm anent 
leads to disability and an inability to work. 5) That medication is the m ost 
useful. These beliefs tend to highlight the reason why PMPs aim to develop 
self-reliance and a  sense of greater personal control.
S k ills  Training.
Increasing perceived control is central to the task  of PMPs and therefore 
skills training through practice and education is a t the heart of the 
programmes. A num ber of different skills are incorporated including 
relaxation, increasing exercise range and pacing, challenging pain 
behaviours and negative thinking and developing cognitive strategies for 
coping.
Relaxation.
A significant emphasis in PMPs is teaching skills such as decreasing levels of 
muscle tension and lowering autonomic arousal. Studies th a t have assessed 
whether there is a  link between pain and physical changes such as muscle 
tension, vascular changes and autonomic arousal are extensive b u t generally 
inconclusive. Flor & Turk (1989) reviewed forty-seven studies th a t considered
the relationship between these physiological responses and pain in people 
with tension headaches, lower back pain and temporomandibular pain. They 
found no evidence of an  elevated or different physiology. They did however 
identify tha t stressful events are linked to physiological changes. This is 
significant as pain is generally regarded as a  stressor.
A num ber of studies investigated the benefits of relaxation or biofeedback 
based on the rationale th a t pain is a  stressor. Evidence collected indicates 
tha t biofeedback and relaxation can alleviate pain (Haynes 1975, Blanchard, 
Theobold, Williamson, Silver & Brown 1978, Keefe, Block, Willows & Surwit 
1981, Linton 1987). Cox, Freundlich & Meyer (1975) compared biofeedback, 
relaxation and medication placebo with twenty-seven individuals with 
chronic tension headaches. Relaxation and biofeedback were equally as 
effective as each other, bu t superior to medicine placebo post assessm ent 
and a t four month follow up. Linton & Gotestam (1984) demonstrated tha t 
relaxation was ju s t  as effective as behavioural programmes. However there 
may be differential effects with behavioural programmes e.g reducing 
medication use and increasing activity.
A review by Turner & Chapman (1982) concluded th a t while these methods 
are used in PMPs there is little direct evidence to support the assum ptions 
on which they are practiced i.e. th a t they reduce muscle tension and lower 
arousal. Furthermore the reasons why these treatm ents are effective is 
poorly understood bu t it may be that they provide an extra resource an d / or 
increase an  individuals perception of control and coping.
Exercise and Pacing.
Exercise has been associated with below normal levels of negative emotions, 
anxiety, confusion anger, tension and depression (Sheenan 1994) and is 
regarded as a  significant contributor to health and well being. Exercise and 
improving fitness play a central role in PMPs bu t its benefits are largely 
assum ed rather than  substantiated.
Individuals in pain tend to be active when their pain feels less. During these 
periods of activity the tendency is to excess. This often then causes several 
days of severe discomfort. This develops into an  unhelpful pattern and 
eventually reduces activity levels. Pacing is a  technique th a t involves doing 
less more often and planning equal levels of activity each day. The associated 
loss of physical fitness as exercise decreases, excessive discomfort following 
periods of activity, avoidance behaviours and an increase in negative 
emotions supports the inclusion of exercise in PMPs.
Challenging p a in  behaviours.
In the early sixties and seventies PMPs were largely behavioural, and based 
on the work of Fordyce et al (1968). Behavioural PMPs identified the role of 
avoidance learning, contingent reinforcers, conditioned aversive stimuli and 
lack of well behaviours, (see review Fordyce 1968,1973). Both the role of 
significant others and health professionals is considered im portant in 
contingency learning associated with pain behaviours.
In a typical behavioural PMP pain behaviours are identified and ignored 
(Cairns 1976). Medication use, a  contingent behaviour is reduced and 
eliminated and family members are provided with information about 
reinforcement and the importance of ignoring pain behaviours. Activity levels 
are re-established and goals established for effective reinforcement of well 
behaviours (Fordyce 1968, 1976).
A study by Roberts & Reinhardt (1980) studied twenty-six severely disabled 
people with chronic pain. The programme involved the use of strict operant 
learning methods and included extensive family work. Individuals were 
expected to have resumed normal functioning with out the use of medication 
a t the time of discharge. The authors concluded tha t a  significant am ount of 
chronic disability in people with chronic pain is due to learning factors. 
Behavioural programmes prevent and reduce chronic pain and associated 
disability by reducing reinforcements of pain behaviours. They also noted a  
change in individual MMPI profiles. Abnormal profiles a t the beginning of 
treatm ent were in a normal range a t the end of the programme. They
concluded that personality profiles are a  consequence of chronic pain and 
disability rather than  etiological.
The study demonstrated the importance of pain behaviours bu t other factors 
th a t could have contributed to observed changes, such as cognitive and 
emotional factors were not assessed. Individuals spent eight weeks as 
inpatients, receiving intensive and individualised help. The opportunity for 
many other intervening variables to affect the outcome is neglected and fails 
to consider the important role of a  socialising process inherent in such an 
inpatient treatm ent strategy. Such programmes have also been criticised as 
increasing levels of stoicism rather than  treating the pain (Schmidt 1987) 
and not meeting individual needs (Merskey 1985). Although these are valid 
criticisms the evidence tha t behaviour contributes to the experience of pain 
is apparent. Pure behavioural approaches to pain management are not 
associated with current PMPs. However attention is drawn to the role of pain 
behaviours within PMPs as they form an  element of the complex picture.
Cognitive behavioural approach.
As a  consequence of the limitations associated with behavioural programmes 
and evidence of the role of cognitive factors in chronic pain treatm ent PMPs 
predominantly use a  more general cognitive behavioural approach (Skinner, 
Pearce, Rubenstein, Taylor & Foster 1995).
The premise is tha t idiosyncratic attitudes, beliefs, attributions, expectations 
and assum ptions interact with sensoiy, behavioural and emotional factors. 
Both thought patterns and coping skills exert an  im portant influence on 
nociception, the level of distress and suffering experienced and individual 
adjustment. Individuals are introduced to the concepts of cognitive 
behavioural models (Ellis 1962, Beck 1976) so that they can be taught 
about the role of cognitions on behaviour and their evaluation of their ability 
to cope and control their pain.
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S tress and Coping.
Banks & Kerns (1996) identified pain as a  particularly potent and unique 
stressor, stating tha t it is nearly always aversive and has the ability to 
pervade consciousness in a  m anner that is all too often inescapable. This is 
partly supported by thirty five percent of volunteers who identified their 
lower back pain as the m ost stressful aspect in their life (Turner & Chapman 
1987). However it is not clear how many other stresses individuals had in 
their life generally.
Pain is also stressful in th a t cognitive appraisal may determine th a t the pain 
signals danger. Attributing pain to danger arouses anxiety, particularly when 
the pain persists after self and medical interventions have been tried. Anxiety 
becomes a  fear of lasting pain, tha t the pain will be progressive and 
associated with disability, and that the pain signals an  underlying disease.
The symptoms of this associated anxiety can include somatic, cognitive, 
affective and escape avoidance behaviours (Lethem, Slade, Troup, Bentley 
1983, Fernandez & Turk 1992 LaRocca 1992, McCraken, Zayfert, Gross 
1992). Sequelae of chronic pain, such as loss of job, relationship difficulties 
and disability are also significant stressors. These and the associated fears 
contribute to the stress of pain so th a t individuals may often be a t their limit 
in terms of implementing cognitive and behavioural coping strategies and 
tolerating the emotionality of pain (Banks & Kerns 1996).
Models such as Stress Inoculation Training (Meichenbaum 1977) appear to 
have had an important influence on current PMPs. Specifically because the 
training emphasises the importance of strategies to defend against stressful 
situations and teaches specific coping strategies.
Cognitive errors.
A num ber of cognitive errors in thinking have been identified (Melzack 8s 
Wall 1982, 1996)) and include dichotomous reasoning, catastrophization, 
selective abstraction, personalisation, overgeneralization and arbitrary
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reference (Beck 1976). These errors are explored in PMPs and individuals 
are taught how to challenge them. The assum ption is tha t if cognitive errors 
exacerbate and attenuate the experience of pain challenging them helps the 
individual by lessening the pain experience.
Cognitive errors are thought to represent maladaptive cognitive 
interpretation of pain (Turk & Rudy 1988) which exacerbates, attenuates, 
m aintains and distorts the experience of pain and suffering (Turk 1994). 
They are linked to depression (Jensen et al 1987, Phillips 1989, Sullivan 
1990 Smith, Peck & Ward 1990, Slater 1991,) severity (Flor & Turk 1988) 
and disability (Smith, Peck, Miliano & Ward 1986, Flor & Turk 1988).
Stra teg ies to  improve coping.
The emphasis of current PMPs is on coping as opposed to cure. This 
emphasis is partly based on the reality of chronic pain which is th a t a  cure 
for all pain has not been identified (hence the PMPs) and th a t increasing 
coping increases control and reduces the pain experience. Coping is regarded 
as the effort an  individual makes to manage and minimise negative 
experiences. PMPs help this process of managing and minimising negative 
experience by teaching strategies.
Strategies typically included in cognitive behavioural PMPs are divided into 
those tha t modify pain-related cognitions and those aimed a t modifying 
cognitive responses to stress (Turk 8s Genest 1979, Meichenbaum 1977). 
Strategies taught might include a  num ber of those listed below (Tan 1982): -
Imaginative Inattention.. .Individuals are taught how to relax and imagine 
themselves in an  environment th a t is safe, pleasant and incompatible with 
the pain such as lying on a  beach.
Imaginative Transformation
o f pain .. .Sensations associated with the pain are 
given different labels such as tingling, tightness, num b cold.
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o f context.. .Pain is acknowledged bu t the context in 
which it occurs is changed. An example might be carrying a  heavy child out 
of danger. Bravery rather than  fear becomes an  associated emotion.
Attention diversion ... Attention is directed to other things such as counting 
backwards, or using environmental cues such as counting ceiling tiles
Somatization... Attention is turned onto the pain bu t in a detached m anner 
focusing on bodily changes and sensations.
Tan (1982) analysed twenty-seven studies tha t had taught a variety of 
cognitive strategies. Fifteen indicated tha t these strategies where superior to 
those generated by the individual themselves. The other twelve studies failed 
to demonstrate significant differences suggesting th a t they may not be 
helpful for all individuals. Chaves & Barber (1974) identified a  num ber of 
individuals in their study who would have preferred to use their own
strategies. This may reflect individuals different beliefs, attributional style
(Buchanan 8s Seligman 1995) and accordingly require different strategies 
(Williams & Keefe 1991).
Control,
Coping strategies are regarded as playing a  significant role in changing 
beliefs that individuals hold about the degree of control they have and as a  
consequence improve their self efficacy. Both control and self-efficacy have 
been found to be important aspects in pain perception.
The concept of locus of control (Rotter 1966) refers to the beliefs an
individual has about whether outcomes are under their control (internal 
locus of control) or controlled by things other than  themselves (external locus 
of control). Beliefs about control have been found to exert significant 
influence on behaviours, thought and affect Harakapaa, Jarvikoski, Mellin, 
Hurri, & Luomai (1991) found tha t of the 476 individuals with chronic lower 
back pain those that had an  internal locus of control, used exercise regimes 
and were less disabled on the completion of either inpatient or outpatient
PMPs. Skevington (1983) identified tha t people with chronic back pain were 
more likely to be depressed and distressed by their pain if they believed 
events happened because of chance. A study by Rudy, Kerns & Turk (1988) 
investigated the relationship between perceived locus of control, perceived 
interference of pain and depression. Both external locus of control and high 
perceived interference increased the likelihood of depression and influenced 
the relationship between pain severity and depression. Strong, Sullivan & 
DT)ton (1990) identified tha t the more individuals believed in personal 
control the less likely they were to regard the pain as interfering with their 
lives.
However it is not clear whether PMPs increase a  measure of internal control 
and hence change pain or whether a  reduction in pain enables internal 
control to be regained.
Self- Efficacy.
Self-efficacy theoiy (Bandura 1977) m aintains th a t change, whether 
behavioural or cognitive, relates to an individuals beliefs about their ability 
to gain mastery. This is important for PMPs, as the assum ption is th a t 
mastery can be increased through coping strategies and pain alleviated. A 
study by Bandura, O’ Leary, Taylor, Gaultier & Gossard (1987) assessed 
perceived self-efficacy and pain control in a  laboratory experiment. They 
demonstrated tha t cognitive strategy training increased perceived self- 
efficacy and the ability of the individual to endure and alleviate pain.
Increasing self-efficacy in PMPs has not been satisfactorily demonstrated, 
although Schiaffmao, Revenson & Gibofsky (1991) demonstrated th a t strong 
self-efficacy beliefs were associated with greater problem solving, coping and 
less disability a  year later.
Family Dynamics.
Increasingly PMPs involve family members a t some stage. The foundations of 
this are partly related to the influence of behavioural therapy and partly due
to the increasing understanding of the function of family dynamics on the 
pain experience. Roy (1986) states tha t even a  ‘well- functioning family can 
in a  veiy short space of time, become almost totally dysfunctional when one 
of its members assum es the role of a chronic pain patient’ p g llS . Research 
evidence indicates the significant role th a t families can have on perpetuating 
and prolonging the pain experience (Block, Kremer & Gaylor 1980, Roy 
1982). Changes in roles, interpersonal relationships, financial burdens, 
emotional support, sexual gratification, disability and family activities are 
also identified as reasons to involve family members.
Efficacy o f  PMPs.
Relevant data on the efficacy and important treatm ent variables in PMPs is 
limited (Linton 1994, Ralphs, Williams, Richardson, Pither & Nicholas 1994, 
Luscombe, Wallace, Williams & Griffiths 1995, Williams, Richardson, 
Nicholas, Pither, Harding & Ridout 1995). A metaanalysis by Flor & Turk 
(1992) concluded tha t multidisciplinary treatm ent of chronic pain influenced 
factors such as pain, mood, a return to work and frequency of visits to 
medical services. They were superior to unidisciplinaiy treatm ents and no 
treatm ent waiting lists.
Turner & Jensen (1993) found no evidence to suggest th a t relaxation was 
any more effective in reducing reports of pain than  cognitive behavioural 
therapy, raising the question of whether the time consuming and costly 
cognitive behavioural PMPs are a  valid form of pain management. A comment 
by Skevington (1995) reflects this Tiow far and on what dimensions has the 
quality of life of these pain centre patients truly been improved?’ pg 92.
However many of the studies analysed by Flor & Turk (1992) suffered from 
methodological difficulties, including variations in assessm ents, 
methodology, outcome m easures and lack of controls. These all prohibit 
sound comparative analysis and identification of factors responsible for 
observed changes.
Although PMPs are the treatm ent of choice it appears they are largely 
unmonitored and potentially operated as idiosyncratic programmes. 
Individual PMPs are poorly reported either for treatm ent success or failure. 
The competitive rise in NHS tru sts  for services may prevent accurate 
information sharing, as PMPs have become a saleable commodity. The lack 
of available information on what is effective or not may add to the poor 
reporting as local programmes develop idiosyncratic styles of working. Weir 
et al (1988) draws attention to the complexity of PMPs in term s of the models 
used. This may also prohibit evaluation and reporting.
Summary.
The above highlights the variety of different elements th a t contribute to a 
PMP. The elements range from physical activity to evaluating thinking 
processes. Each element has found its place into the PMP process through 
paradoxically, both understanding and a  general lack of understanding 
chronic pain.
A failure to provide and understand why a pain free existence for all 
individuals is not currently possible has challenged both our 
conceptualisation of pain and its treatment. By pulling together those things 
we think make a  difference to chronic pain perhaps it is hoped th a t we will 
be able to begin to make a  difference in the lives of chronic pain sufferers.
Through working with individuals in chronic pain the author’s experience is 
tha t PMPs become the ubiquitous ‘pill’ for those individuals tha t can not be 
managed by medication and the PMP becomes the last staging post. The 
doctor and patient have a relationship tha t is a  social process largely defined 
by the role expectations each occupies. At a  simplistic level this is to cure 
(the doctor) and be cured (the patient). However there are only a  potential 
num ber of available options with which to attem pt this expected cure. 
During acute stages of pain the expectation on both sides is likely to be 
relatively realistic and in m ost cases pain is permanently and effectively 
alleviated. However as pain becomes chronic increasingly both the doctor’s 
and the patients expectations appear to be challenged.
Eventually the chronic pain sufferer begins to realise tha t the doctor is not 
taking their pain away. As a  consequence they appear to become either 
disillusioned with the medical profession or continue to ‘collect’ both doctors 
and medication. In both cases it is probable tha t the role expectations held 
about doctors is challenged and their fallibility discovered. Taylor (1979) 
describes two different behavioural/ emotional repertoires of the patient tha t 
has had many hospital admissions and procedures. Patients are labelled 
differently as a consequence by medical staff. There is the angiy, demanding, 
critical and suspicious individual who becomes known as the ‘bad patient’. 
In comparison is the passive, inanimate and highly compliant individual who 
is regarded as a  ‘good patient’. It is possible tha t as the patients role 
expectations change regarding the doctor’s ability to cure their pain tha t they 
adopt one of these two above positions.
Equally in this social process with a  chronic pain sufferer the doctor is likely 
to be confronted by his or her own fallibility as the patient appears time and 
time again with little change in their surgery. It is the experience of the 
author th a t both the ‘good’ and the ‘bad’ patient present a  challenge for the 
doctor. Part of this challenge is managing the internal dissonance th a t is 
generated by not being able to fulfil a  fundamental role expectation which is 
to be able to cure and ‘make better’. As a  consequence the doctor appears to 
use every available intervention, both pharmaceutical and surgical, a t their 
disposal in order to a) ‘dispose’ of the patient who inadvertently creates the 
emotional discomfort and b) m aintain the expectation th a t they can cure.
The reality however is tha t there are only so many options available to a  
doctor and the typical chronic pain sufferer eventually exhausts these. This 
is the consequence of the complexity of chronic pain rather than  a  failure to 
be a  good doctor or good patient. The PMP has in a  way served to increase 
the options available and break the cycle for both the doctor and the patient 
by acknowledging tha t to cure and to be cured is not possible. However this 
is a  long and often drawn out process where neither side appears able to 
accept and acknowledge tha t a  ‘cure’ is not the solution. The PMP as a  the 
ubiquitous pill and last staging post is in some ways unfortunate as many
things such as tru s t and believing become destroyed. However if this process 
is not gone through it is the authors opinion that it is unlikely th a t the 
patient would be able to let go of a  belief tha t they can be pain free. The 
search for a  pain free existence and a  label tha t makes sense of the pain is 
important in order to begin a  necessary psychological process towards 
acceptance tha t they are in chronic pain and that they need to find 
alternative ways of coping and opening new avenues in their lives.
In many respects the social process between the doctor and patient role 
expectations becomes a  grieving process where by the individual has to begin 
acknowledging and accepting their losses so that they can move forward as 
an  INDIVIDUAL with chronic pam ’ as opposed to an  Individual with 
CHRONIC PAIN'. It is difficult to see how they would be able to benefit from 
the tone of self-efficacy and self-reliance inherent in PMPs if they had not 
begun to move through this grieving process. The PMP as a  last staging post 
is therefore not inappropriate. It is however feared by patients because it 
brings with it the final loss of all, which is tha t they will never be pain free.
Conclusion.
Turk (1994) states tha t pain Involves conscious awareness, selective 
abstraction, appraisal, ascribed meaning, and learning' and ‘ is best viewed 
as a  perceptual and not purely sensoiy process’ (pg 45). This is a significant 
departure from a purely sensoiy understanding of chronic pain and has 
emerged from attem pts to understand the factors th a t contribute to the 
complex way tha t pain and chronic pain present.
The contributions of different theoretical perspectives have influenced this 
type of re-conceptualisation. Pain and its development into an  intractable 
problem have been found to be a  holistic hum an experience tha t can not be 
divided into the sum  of its parts. This has challenged professionals th a t work 
with individuals in chronic pain particularly. The contributions from various 
theoretical perspectives have been drawn together under the PMP umbrella. 
Unfortunately PMPs do feel like they are the sum  of the research parts rather
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than  a  fluid and comprehensive understanding of chronic pain and the 
patterns th a t result in pain 's intractability in some individuals.
Dimensions of this changed understanding are presented in a  PMP format to 
enable individuals to learn about themselves and their pain. PMPs through 
education and skills training provide the opportunities to learn helpful 
problem solving and practice a  range of coping strategies. Jensen, Turner, 
Romano & Lawler (1994) suggest tha t multidisciplinary cognitive behavioural 
treatm ents in PMPs should, a t the very least, change pain related beliefs and 
the strategies for coping with chronic pain.
Perhaps this is the minimum PMPs should achieve bu t PMPs' strength 
possibly resides in two fundamental elements. Firstly they are 
multidisciplinary. This prevents one approach becoming entrenched and 
incapacitated and allows the complex multidimensional factors to be 
explored. Secondly it brings together a  group of similarly dysfunctioning 
individuals who are likely to have become isolated, inactive and lost. 
Providing them with access to others in a  similar position and ensuring their 
active involvement increases activity and psychological engagement, 
reducing isolation. However both of these elements are purely supposition 
and until more is known about the holistic benefits of a  PMP then it is 
unlikely tha t the efficacy of PMPs will be fully understood.
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Is se lf aw areness a lte red  
following trau m a tic  brain  
in ju ry?
IS SELF- AWARENESS ALTERED FOLLOWING TRAUMATIC BRAIN
INJURY?
Professionals working in  neuro-rehabilitation settings have observed certain 
deficits in individuals following a  traum atic brain injury (TBI) tha t they 
attribute to alterations in self-awareness (SA). These individuals are 
identified as 'difficult' because they seem not to appreciate or recognise the 
nature of their difficulties (Prigatano 1986, Ben Yishey 8b Prigatano 1990). 
The aim of this essay is to explore the idea tha t SA is altered in some 
individuals following a  TBI. Evidence th a t is considered to explore SA 
following head injury will be examined. However the difficulty with ju s t 
examining this evidence is tha t SA is a  hugely complex construct which 
tends not to have been considered within any specified theoretical 
framework. In order to rectify this Schacter’s (1990) suggestion of two 
possible theoretical accounts for improving conceptual understanding of 
awareness are considered in parallel to exploring and examining the 
evidence.
In order to provide a  context for this essay a  suggestion by Prigatano and 
Schacter (1992) of what SA might be is included a t the outset. This is 
followed by a  brief overview of the two accounts proposed by Schacter (1990). 
A num ber of different studies are included in this essay to consider TBI and 
the possible effects it has on SA. A brief overview is included with respect to 
the possible brain structures involved and the possible role of psychosocial 
factors, as these factors may be responsible for perceived changes.
D efinition o f 8 e \f  A w areness,
Awareness, as defined by the Oxford dictionary, is 'conscious, having 
knowledge'. As hum ans we have knowledge and are conscious of a  complex 
multidimensional range of inter (external to self) and intra (internal to self) 
stimuli and experiences. This is represented in Prigatano and Schacter’s 
(1992) suggested definition that 'SA is the capacity to perceive the ‘s e l f  in 
relatively objective terms, while maintaining a sense o f subjecdvitif. A system 
that is able to m aintain both objectivity and subjectivity implicates the
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involvement of a  num ber of neuropsychological processes. Finally they 
suggest th a t th is  latter (maintaining unique individual interpretation) aspect 
o f consciousness implies a feeling state as well as a thought process. SA, or 
awareness o f higher cerebral functions, thus involves an integration o f  
‘thoughts” and “feelings”’ p !4 . According to this definition then a 
disturbance in SA could potentially arise from disruption in either thinking 
or feeling systems an d /o r the integration between the two.
Two T heoretical Accounts.
Schacter (1990) proposes, in an  examination of the evidence of implicit 
knowledge and anosognosia, two theoretical accounts to help understand the 
nature of awareness. These he calls a  first order and second order account. 
Schacter’s suggestion tu rns on whether awareness is a  unitaiy system 
(enabling SA), or located across a  multiplicity of functions, of which SÀ 
would be one. Any or all of these functions may be subject to a  lack of 
awareness of deficit.
A first order account of an  awareness deficit involves damage to, or 
disconnection from a  hypothetical cross-domain awareness mechanism 
which he term s the ‘Conscious Awareness System’ (CAS). A second order 
theoretical account assum e that awareness is function specific. Difficulties in 
a specific function will therefore give rise to the expression of unawareness 
deficits specific to tha t function.
In order to understand a  first order theoretical account Schacter proposes a  
model called the Dissociable Interaction and Conscious Experience’ (DICE). 
DICE includes involvement from the executive system, declarative and 
episodic memory systems, systems associated with discrete domains (i.e. 
spatial, facial, lexical, conceptual and self) response systems and a 
procedural habit system. The CAS is part of this complex interactive system 
DICE and requires activation in order for a  domain specific conscious 
experience. Disturbance to the CAS or disconnection from it would result in 
an interference of awareness for properties associated with the domains.
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This model predicts tha t disturbance a t the level of the CAS would result in a 
generalised awareness disturbance across a  num ber of different functions 
including SA. A second order account would implicate SA as a  discrete 
function and therefore other domains would not necessarily be implicated.
Schacter assum es two interesting properties from the point of view of SA. 
Firstly tha t self is a  possible domain. This implies th a t there should be 
phenomenologically identifiable properties associated with the domain ‘self. 
Even though each : of u s  understands the experience of T, identifying the 
properties tha t constitute the knowledge of V  is likely to be unerringly 
complex. Secondly tha t the hypothetical ‘se lf domain, according to a  first 
order account, is responsive and affected by damage to or disconnection from 
the CAS. This m akes the experience of ‘self as vulnerable as any other 
domain to disturbance. Although it is not possible to identify the num bers of 
individuals observed as having altered SA in general authors who write about 
th is subject refer to them as ‘a  small num ber of head injured’.
The definition provided by Prigatano and Schacter (1992) implicates SA as a 
unifying function implicating a  second order account. Both the definition and 
theoretical accounts raise the question as to whether self and awareness 
could in fact be considered as separate constructs.
Stu dying S e lf A wareness:
As it stands the most popular approach to date for studying an  alteration in 
SA has been to operationally define it as  a  difference in opinion with respect 
to behavioural competencies between the individual with a  TBI (IWTBI), their 
relatives and staff. Tools used to m easure this discrepancy include The 
Patient Competency Rating Scale (PCRS Roueche & Fordyce 1983) and the 
Head Injury Behaviour Rating Scale (Godfrey, Partridge & Knight 1993). 
Behaviours measured range from concrete activities of daily living to 
personal/social awareness. Until recently these types of scales were the most 
commonly used. However there are a  variety of biases inherent in self report 
m easures (see figure 1 for a summary of these). Perceiving alterations in SA 
solely on identifying a  discrepancy is problematic as there is now a  tendency
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to regard th is discrepancy m easure a s  the definition of a  SA deficit. This is 
highlighted by authors Malec, Macbulda & Moessner (1997) who state 
‘impaired SA due to BI (brain injury) is a  prominent determinant of 
conflicting assessm ents' pg 1.
Over the last five years other methods of study have been introduced 
including semi-structured interviews (Flemming & Strong 1995, Giacino & 
Cicerone 1998) and single case studies that examine patients self reports on 
direct performance (Schlund 1999). More recently a  measure that 
differentiates between SA and denial of disability has been developed 
(Prigatano & Klonoff 1998). This in part seems to reflect an  increasing 
attempt to operationalise the construct SA rather than  accepting a 
discrepancy score as equating to a  SA deficit.
Studies su ggested  a s in d ica tin g  a lte red  S e lf A w areness,
In order to consider SA difficulties following TBI a  num ber of studies are 
presented below.
Firstly outcome studies have identified continuing difficulties following a  TBI. 
Oddy, Goughian, Tyerman & Jenkins (1985) asked both relatives and IWTBI 
to describe any behavioural difficulties seven years post injuiy. The study 
highlighted that seven years post injuiy long term consequences of TBI 
included both cognitive and behavioural difficulties. Relatives in comparison 
with the IWTBI frequently overestimated behavioural difficulties. A few IWTBI 
were disinclined to identify, a t least with their relatives, th a t they had 
difficulties. The study did not go onto question the IWTBI, whose relatives 
had made discrepant observations nor did it seek to establish whether the 
IWTBI could identify difficulties in other areas such as memoiy and problem 
solving.
The reason for the discrepant reporting is therefore not clear. It could be tha t 
individuals do not remember they have experienced these difficulties or that 
they do not regard them as a  difficulty in the way that their relatives do.
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Relative stress is also a  probable factor. This was identified by Heilbronner et 
al (1989) as due to the greatest burden of disability being carried by IWTBI’s 
relatives. This type of discrepant reporting might be a  general behavioural 
outcome of disability and a  control group of individuals with other difficulties 
such as paraplegia might help to clarify the discrepancy. Although not 
conclusive regarding altered SA between group differences were identified.
Prigatano, Altman & O’Brian (1990) administered the PCRS to sixty-four 
individuals with a  head injury and their relatives. Social and interpersonal 
competence was underestimated by a  sub group of individuals compared 
with their relatives. In comparison with relatives this group also 
overestimated their ability to handle unexpected change and their ability to 
stay involved in a  work task. Relatives also observed th a t the IWTBI over 
estimated their ability to recognise the effect of their behaviour on others and 
their handling of disagreements. Activities of daily living were generally 
agreed upon.
Rehabilitation staff opinions have been included in studies in an  attempt to 
overcome the potential bias in self and relative reporting even though staff 
reporting is also potentially biased (see figure 1). Ranseen, Bohasha & 
Schmitt (1990) designed a  study aimed a t examining SA, its prevalence and 
lesion site. They also assessed whether changes in SA could be identified 
over a  period of rehabilitation. The PCR and a  staff version, the Staff 
Competency Rating Scale (SCRS), were completed on entry and exit from a 
standard rehabilitation programme. This included twice-weekly group 
sessions specifically designed to provide information and feedback about 
interpersonal skills.
Although all individuals received this twice weekly input a  group of 
individuals consistently regarded themselves as more competent and with 
fewer difficulties than  did the staff. The authors acknowledge that staff may 
have underestimated performance bu t hold the view th a t the extent of the 
discrepancy was too large to be explained by this alone. However it is not 
clear what this perception of perceived competency represents. The lack of 
observed change following inclusion of specific sessions does suggest the
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possibility of specific neuropsychological damage. However a  failure to 
change might not necessarily be the consequence of the failure to recognise 
deficits but could represent limitations in information processing, evaluation, 
arousal levels and the relative strength of concern that the individual holds 
for a  particular deficit.
The role of understanding each individual's neuropsychological profile and 
how this impacts on their functional/psychological well being is essential in 
order to inform observations of SA deficit. Giacino 8b Cicerone's (1998) 
presentation of three single case studies succinctly demonstrates this. They 
identified three variations of apparent SA using a  specifically designed semi­
structured awareness interview, the PCRS and an  adaptability inventory.
Firstly they regarded one clients apparent SA deficit as a  consequence of 
disruption in other ‘cognitive subsystems necessary for integrating and 
maintaining the knowledge regarding her own functioning' pg 12. Secondly a  
client with a  primary psychological denial of functions and lastly a  client 
they describe as having a ‘neurally based unawareness' pg 10. This client 
had bilateral frontal and bu t predominantly right hemisphere damage. These 
observations identify an  irnportant issue when considering SA, which is one 
of interpretation.
The apparently nebulous nature of SA m eans that identifying its absence is 
primarily reliant upon interpretation of behavioural observations. As a  
consequence potential misinterpretation and selective interpretation are 
likely to be confounding issues. The use of self-report scales in isolation from 
other m easures such as comprehensive neuropsychological assessm ents and 
psychological interviews/  counselling potentially increases the risk of SA 
difficulties being identified based on interpretation errors rather than  
neuropsychological deficits.
A study by Fleming, Strong & Ashton (1998) highlights potential differences 
between groups and the importance of using a  num ber of measures. In a  one 
year post injury study fifty five IWTBI from a  rehabilitation centre were 
assessed using multiple measures to clarify the relationships between SA,
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motivation, emotional distress and disability. Measures included a  
specifically designed sem i-structured interview for detecting SA, the PCRS, 
Beck depression and anxiety scales and two m easures of disability. The 
Disability Rating Scale (Rappaport, Hall, Hopkins, Belleza, & Cope 1982) and 
the Sickness Impact Profile (Bergner, Bobbitt, Carter & Gilson 1981).
Cluster analysis and post hoc analysis to examine the significance of the 
identified differences was performed on the scores obtained from all 
measures. These analyses identified three distinct groups summarised in 
figure 2.
Figure 2: R esults o f  clu ster analysis: B etw een group differences.
GROUP 1 GROUP2 GROUP 3
(n=23) (n=19) (n=8)
Moderately disabled Moderately disabled Mildly disabled
High SA of deficits Low SA of deficits High SA
Emotionally distressed Low emotional distress Absent emotional distress
High motivation to change Low motivation to change Low motivation to change
The cluster analysis indicated differences between groups on fairly key 
issues such as SA, motivation and emotional distress. Differences between 
groups was identified similarly to other studies where group two reflects an 
emerging pattern of low SA, low emotional distress and low motivation to 
change. This pattern suggests that the IWTBI, identified a s  having poor SA, 
is experiencing some changes in their emotional abilities. This may be a  
possible reason why relatives identify differences in the IWTBI around 
emotional and social functioning. Interestingly Flemming et al (1998) found 
tha t there were no identified outcome differences between high and low SA. 
The authors conclude that a  range of factors contribute to outcome after TBI 
and tha t SA is h o t solely responsible for determining outcome* pg 49.
This study supports the idea tha t a  variety of assessm ent tools are needed to 
a) identify between group differences and b) determine the potential range of 
factors involved in an  individuals presentation. Unfortunately this study also 
only used self-report m easures so there is no information regarding
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neuropsychological status. There is also no specific information within the 
paper regarding what behaviours individuals disagreed with the their 
relatives about. Scores obtained for the cluster analysis from the PCRS were 
the num bers of items rated by the IWTBI greater than  their relative.
This issue of measuring SA is highlighted in a  study specifically concerned 
with issues of self concepts. Tyerman & Humphrey (1984) identified in their 
study tha t some IWTBI still identify with normality while perceiving an 
alteration to self. Twenty-five severely head injured individuals (determined 
by period of unconsciousness and post-traumatic amnesia) were assessed. 
Measures included neuropsychological assessment, assessm ent of anxiety 
and depression, a  Self Concept Scale of physical disability and a Semantic 
Differential Scale devised by the authors.
The IWTBI rated himself or herself on this scale as a  typical person and as a  
typical head injured person according to their views on their present self, 
past self and future self. Individuals rated a  typically head injured person 
negatively in comparison with a  typical person bu t rated themselves 
positively in comparison with a  typical head injured person. This self 
enhancement bias is typically found in the self assessm ent literature.
Twenty-one of the twenty-five individuals reported a  dramatic alteration in 
their life style as a  consequence of the head injury. Impairments identified 
included physical, psychological skills, personality changes and secondary 
consequences to their leisure and social lives. A summary of some of these 
changes is contained in figure 3.
On the Semantic Differential Scale individuals recognised a  difference 
between past self and current self, suggesting awareness of change. However 
all individuals were confident they would return to the person they were, 
even those who recognised that the changes in themselves were still present 
seven months post injury.
Figure 3: Some changes id en tified  a fte r  TBI:
Physical 75% Memoiy 56% Intellectual impairment
Psychological 60% Depressed 44% Anxious
Personality 40% Irritable 28% *no longer whole person’
Leisure/Social 76% Decline social life 100% Not working
Relationships 40% Changes to 32% Significant trouble to others
Tyerman & Humphrey regard the information obtained in their study as 
providing a  clear indication tha t people following a  TBI are aware of changes 
to themselves and tha t th is awareness may be greater than  is acknowledged 
in the literature. Awareness was associated with a  self identification that 
people feel more unattractive, worthless and helpless. This self appraisal 
could be potentially damaging and lead to psychological and social 
withdrawal, and possibly denial of difficulties. The role of psychological 
adjustm ent following TBI has to be a  factor of consideration when changes in 
SA are observed.
The rote o f socia l in teraction  an d  em otional d istre ss in  SA,
Studies of SA tend to indicate tha t discrepant reporting occurs across social 
and emotional factors. McKinlay and Brooks (1984) identified significant 
discrepancies between individuals following a  TBI and their relatives on 
emotional and social/behavioural items versus those related to sensoiy, 
motor, memoiy and concentration. This differential awareness is more 
readily explainable using a  second order account as a  first order account 
would need to explain why some domains remain connected to the CAS while 
others (i.e. those domains related to emotion and social interaction) do not.
The finding that social and interpersonal skills are often differently perceived 
is interesting. This may represent altered awareness in systems specific for 
the monitoring and interpretation of complex social interactions rather than  
awareness difficulties of self per se. The discrepancy might also reflect 
psychological defence processes identified by Giacino & Cicerone (1998). 
Social interaction is likely to provide individuals with the most direct
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evidence of their difficulties given tha t in general hum ans do not tolerate and 
stigmatise against difference. The encounter with ‘se lf is often reflected back 
through social interaction. Relying on psychological coping strategies 
therefore may be fundam ental for the IWTBI.
However it may also be the case that this emerging pattern of social and 
emotional difficulties is in some individuals the direct result of 
neuropsychological disturbance. The disturbance possibly being located in 
the feeling’ systems identified in the definition by Prigatano 8 b Scachter 
(1991). Anatomically these Teeling' systems are generally thought to be the 
controlling function of the right hemisphere.
Schacter’s hypothetical model DICE includes domains such as facial 
expression. Clearly alterations in subtle social cues such as facial 
interpretation may play a  role in an  overall impression of a  SA deficit. 
Interestingly in a  recent study by Etcoff, Ekman, Magee, 8 b Frank (Nature 
2000) the significance of non-verbal communication in social interaction was 
demonstrated. They found tha t over time stroke victims with aphasia had 
improved discriminatory powers that enabled them to identify liars more 
accurately than normal controls or new stroke victims. One unanswered 
question they considered is whether the results indicate better detection of 
lies or improved detection of emotional states. Although this study is not 
directly related to SA it highlights the importance of the gains made when 
detection of emotion and non-verbal social interpretation can be improved.
Emotional experience is therefore a  factor th a t needs some consideration 
given the above and that it has been identified in relation to hemispheric 
damage (Mesulam 1985), recoveiy and time since injury (Fordyce, Roueche 8 b 
Prigatano 1983). Arguably emotional experience plays a  role in informing an  
understanding of self. Neuropsychological interference of emotional and 
related systems could interfere with the domain ‘self (first order account) 
preventing it from identifying discrepancies in actual and perceived 
behaviour which the CAS can then not respond to. Therefore it may be that 
one is not necessarily unaware of 'self bu t th a t ‘se lf is not receiving the full 
range of relevant information.
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Morrow, Vrtunski, Kim, & Boiler (1981) infer this in a  study that implicates 
the importance of arousal levels in emotional expression. They identified a  
decrease in autonomic response to emotional stimuli th a t was greater for 
those individuals with right hemisphere damage. Alteration in arousal and 
subsequent attention may decrease available information essential for 
awareness. The suggestion is tha t an alteration in arousal interferes with 
emotional systems tha t then relate to cognitive appraisal. This raises a  
num ber of questions about arousal and how arousal levels may or may not 
differently affect neuropsychological structures.
Prigatano and Schachter’s (1992) definition clearly identifies feeling’ a s  an 
im portant property of SA. A consensus finding in the SA literature is tha t 
emotional and social factors differentiate between groups. It may be tha t the 
arousal levels needed to activate these two systems are disturbed so that 
structures such a s  the hypothetical CAS are not receiving the information 
needed to activate ‘awareness* in those domains. The effect may be tha t some 
IWTBI are then not able to identify their deficits in a  similar way to their 
relatives.
This h as  implications for considering how arousal links with information 
input to DICE and the theoretical accounts. A first order account would 
presumably require arousal thresholds to activate CAS to be aware of 
domains. However if CAS requires a  certain threshold to be ‘aware’ of 
domains (first order account) then the apparent discrepancy observed for 
emotion and social systems seems to suggest that either a) specific domains 
also need to have threshold levels that enable CAS to be aware of them or b) 
a  second order account is more applicable in explaining the discrepancy.
In an investigation to examine the neurological basis for apathy Andersson, 
Gundersen & Finsett (1999) measured emotional activation in thirty 
individuals with severe TBI. This investigation was based on previous 
findings (Andersson, Krogstad & Finset 1999) th a t demonstrated a 
relationship between subcortical regions, the right hemisphere and apathy.
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SA is identified as a  contributing element in a  presentation of apathy (Marin 
1991). Using the 18 item Apathy Evaluation Scale (AES Marin, Biedrzycki & 
Firinciogullaari 1991) and a  variety of neuropsychological assessments 
Andersson et al (1999) identified two groups of individuals, apathetic and 
non-apathetic. These individuals were then monitored by cardiovascular and 
electrodermal reactivity for five m inutes during baseline, neutral speech and 
therapeutic interaction. The study indicated tha t in comparison individuals 
in the apathetic group had significantly less autonomic reactivity during the 
therapeutic interaction than  the non-apathetic group. The apathetic group 
also reported the therapeutic interaction as less emotionally uncomfortable 
than  the non-apathetic group.
Similarly they found that individuals identified as having SA difficulties had 
significantly less cardiovascular reactivity for the therapeutic interaction 
than  individuals with no identified SA difficulties. The major problem with 
th is finding is tha t SA was identified by only one item on the AES. However 
their research demonstrates the potential importance of considering 
psychophysiological m easures as a  m eans of identifying neurological 
conditions.
Iden tifying w hether trea tm en t im proves SA.
One possible way of determining whether SA is altered following a  TBI is to 
assess if intervention leads to an  improvement. Fordyce and Roueche (1983) 
attempted to increase awareness in a  group of 28 severely brain injured 
individuals through education, feedback, individually generated problem lists 
and reinforcing overt demonstrations of awareness as part of the program.
Three groups were differentiated using the PCRS before and after completion 
of rehabilitation. The first group rated their deficits similarly to staff, both 
before and after rehabilitation. The second group underestimated their 
deficits in comparison to staff a t admission, b u t held the same view as staff 
a t discharge. The third group underestimated their deficits a t admission. At 
discharge this discrepancy between staff ratings and the individuals with TBI 
had increased. Interestingly th is increase was also accompanied by an
13
increase in emotional distress. It is possible that this increase in emotional 
distress represents something quite significant and possibly related to 
misinterpretation.
Clearly these findings appear somewhat in contradiction to the discrepancy 
in emotional and social functioning. Why should emotional distress increase 
along with an increase in a  belief tha t one is not as bad as others perceive 
you to be? The different aetiologies of awareness deficits concluded by 
Giacino & Cicerone (1998) and between group difference indicated by 
Fleming et al (1998) suggest possible reasons for the observed increase in 
emotional distress. If, for example, the third group represented individuals 
needing to deny their deficits an d /o r individuals whose SA deficits were the 
consequence of other cognitive subsystem s then it is likely tha t rehabilitation 
attem pts could increase distress levels. It is not hard to recognise how 
emotional distress would develop in either scenario given that the individual 
may be unwilling and unable respectively to use the rehabilitation program.
However in light of the findings on arousal levels and emotion much greater 
understanding needs to be obtained about the nature of emotional 
functioning and distress. -
Can SA be iden tified  w ith  an an atom ical area?
The frontal lobes are universally regarded as the cortical areas capable of 
providing integration of a  range of different cognitive functions. The 
specificity of the frontal lobes is still poorly understood although indications 
are that each frontal lobe is responsible for different things (Mesulam 1985, 
Luria 1973). A review by Luiia and Homskaya (1964) of individuals with 
frontal lobe lesions led them to conclude that there are two primary 
characteristics associated with frontal lobe damage. Firstly tha t complex and 
purposeful behaviour is disturbed. Secondly that individuals do not appear 
to appraise and question their own impairments. They regarded both these 
characteristics as a  disturbance in self-regulation.
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Studies presented tentatively implicate the frontal lobes (Giacino & Cicerone 
1998) particularly the right frontal lobe (Ranseen 1990). In a study by 
O'Brien (1989) comparisons were made between two individuals following 
removal of brain tum ours. One had a  tum our in his right frontal lobe and the 
other a  tum our in his occipital lobe. O'Brien reported a  num ber of expected 
differences in their neuropsychological functioning given the site of lesion. 
Significantly the individual with a  right frontal lobe tum our demonstrated 
poor awareness in social interactions and emotional control.
Unawareness of memory deficits is strongly associated with frontal lobe 
damage (Levin et al 1982). The case of K.C, described as  profound amnesic 
(Schacter 1990) demonstrates the potential role of the right hemisphere in 
awareness. K.C, even though he can not remember tha t he has participated 
in activates, is able to identify tha t he has a  memoiy problem (Glinsky & 
Schacter 1986). This seems to suggest tha t awareness and knowledge may 
become dissociated. Significantly K.C is reported as having massive left 
frontal lobe damage while his right frontal lobe rem ains intact (Schacter 
1990).
The right frontal lobe is also thought to be responsible for the retrieval of 
episodic memoiy. Failure to retrieve information about self and one's life may 
have important implications for how an individual perceives h im /her self. 
During clinical practice IWTBI may have partial loss of memories relating to 
their previous self and the type of relationships they had with people. This 
m akes it extremely difficult for them to connect with themselves and the 
emotions they are feeling. The consequence is often d istrust for both their 
own and others views and a  strong sense tha t they no longer know 
themselves. This highlights how deficits seemingly unconnected to SA may 
create difficulties for the individual. In th is example it is easy to see how 
distrust could lead to denial of problems.
The right frontal lobe is also thought to play a  significant role in the 
modulation of emotions and control of appropriate social adaptation/skills 
(Mesulam 1985). The presented evidence particularly indicates discrepant 
reporting in the areas of emotion and social functioning and lesion sites in
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the right hemisphere. It may be th a t as understanding increases regarding 
hemisphere specification tha t a  corresponding link is found to exist between 
hemisphere function and a failure to report certain deficits.
The ro le  o f p sych osocia l fa c to rs.
Awareness, time since injuiy, physiological recovery and outcome is likely to 
be a  complex interaction of biopsychosocial factors. For example Thomsen
(1974) found tha t severely head injured individuals frequently complain of 
loneliness. Neuropsychological deficits may develop into psychopathological 
states, such as paranoid psychosis as a  consequence of impaired conceptual 
abilities (Leftof 1983). There is also evidence indicating an interaction 
between post-concussional symptoms and psychological factors that can 
develop into high levels of disability and dependency (see Lishman 1992 for 
review).
The literature on self concepts (Morse & Gregen 1970) suggests that 
challenging self concepts can result in powerful and negative effects, which 
has consequences for mood appraisal, self esteem, thoughts and actions. If 
awareness and therefore acknowledgement of deficits increases following 
injuiy it may be too challenging for some individuals to let go of their original 
self concepts when they begin to recognise the magnitude of changes that 
they face.
Recently Prigatano & Klonoff (1998) have attempted to differentiate between 
denial of disability (a positive coping symptom) and a  lack of SA (a negative 
symptom) as a  direct consequence of brain injuiy. In essence they regard 
denial of disability as a  reflection of an individual's attem pt to 'cope and 
make sense of the world given past experiences, values and interpretations of 
the meaning of impairment in the individual's social setting' pg 57. In 
contrast they describe a  SA disturbance as the 'disruption of the integration 
of thinking and feeling' pg 57.
Data was analysed from thirty-three patients classified as having a  primary 
denial of disability (n=17) or SA (n=16) deficit. Behavioural discriminators
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were identified resulting in two ten item scales. Interestingly there is an 
overlap between scale items reflecting both the complexities of the task  and 
potential interactive effects. Recognition of the difficulties in separating these 
two variables is made by the authors who regard them as continuous rather 
than  discrete variables th a t in all probability interact. As a  clinician it is this 
interaction between neuropsychological deficit and psychological response 
th a t proves the hardest area to tease apart. Not surprisingly perhaps tha t 
this is also proving to be the case within the context of the SA literature
The development of these scales though is a  significant step forward in the 
SA research. It potentially provides both the clinician and the researcher 
with the opportunity to examine behaviours tha t do and do not associate 
with items on the scales. This has greater potential for operationally defining 
SA and increasing the likelihood of objective and systematic measurements 
being developed.
How does th e evidence f i t  w ith  th e tw o th eo retica l accounts?
Essentially the two theoretical accounts described by Schacter (1990) were 
used in this essay in - an attempt to try and improve conceptual 
understanding of SA by providing a  framework from which to examine the 
evidence. The accounts have been used by Schacter (1990) and in th is essay 
to consider whether observed awareness disturbance is a) a  reflection of 
higher order emergent properties of many systems an d /o r a  particular 
system such as CAS (first order account) or b) a  failure to gain access to 
awareness information in a  specific domain (second order account).
Is there any indication in the evidence presented to support either a  first 
order or second order account of awareness? Two areas, emotion and social 
functioning, have been identified as potentially involved in an IWTBVs 
presentation. Largely, while unsatisfactory in terms of m easures used, these 
are found in the discrepant reporting of IWTBI and others.
The available information is more strongly favoured towards a  second order 
account given that IWTBI tend to be concordant with other people in other
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areas of functioning and th a t they are unable to benefit from specific 
awareness training. This latter one suggests tha t it may be that the 
unawareness for emotional and social deficits is m aintained/sustained by 
the impairment themselves. For example it may be th a t the IWTBI no longer 
has concern about the implications of their behaviour on others because 
they are no longer able to be empathie or take another's position. Another 
reason might be th a t they no longer experience the impact of their responses 
on others in social situations because they are not receiving feedback 
information tha t indicates their behaviour has had a  negative impact on the 
social situation.
Interestingly though it is the potential involvement and function of the right 
frontal lobe in both the evidence presented and anosognosia in general that 
implicates a  first order account. The frontal lobes have long been recognised 
as the cortical regions responsible for higher order processing involving the 
organisation and integration of many systems and functions. If, for example, 
the right hemisphere is directly responsible for ensuring online monitoring of 
the complex areas emotion and social interaction it is probable that the 
range of information to be managed is systematically integrated. Part of this 
integration process may involve the activation of an  awareness system. 
Integration of information and awareness of the summary of this integration 
is probably vital in order to ensure effective response feedback loops.
Significantly the right hemispheres association with awareness in general 
suggests the possibility that awareness is not located in domains as 
suggested by the second order theoretical account because one might predict 
tha t awareness deficits would be identified equally in the functions of the left 
and right hemisphere.
In the light of the definition proposed by Prigatano and Schacter (1992) it 
seems implausible that all the elements and information needed to be aware 
of self would be confined and defined by a  single domain with its own specific 
awareness.
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The evidence to support either a  first or second order account of awareness 
is not particularly strong or definitive b u t using the distinction between them 
increases the important link between theory construction and theory testing. 
As Hyland (1981) succinctly points out ‘ theories m ust never be divorced 
from data nor should the data  be collected a t random without theoretical 
guidance' pg 138. Scahcter’s (1990) suggestion that awareness in ‘all cases' 
pg 167 can be considered using the above theoretical distinctions hopefully 
increases the likelihood th a t data  and theory will correspond.
C o n c h ts io tu
The focus of this essay was to explore the claim tha t SA can be disrupted 
following a  TBI. In order to attem pt th is research evidence has been 
presented while considering how it fits with the two theoretical positions 
suggested by Schacter to improve an understanding of awareness.
The lack of a  definitive understanding of the construct SA inevitably made 
th is a  difficult and complex task. However the research is illuminating in a 
num ber of different ways. At a  basic level a  discrepancy in reporting is an  
indication of ‘something' (even given the biases in self reporting) occurring as 
it does for some individuals and not others. This ‘something’ i.e. what is 
being measured by the discrepancy, appears to have some shape to it in  as 
m uch as it appears related to emotional responding and social interaction. 
These two areas are highly complex and subtle nuances in both are open to a  
wide variety of different interpretations. A breakdown of complex areas 
reflected in social psychology such as attributions, attitudes, self-efficacy, 
gaze and turn taking might be altered following TBI. All of these could have 
profound effects upon how an  IWTBI functions in an emotionally charged 
social environment.
These two areas in tu rn  are also associated with anatomical lesion sites 
commonly found to occur in individuals identified with awareness difficulties 
in other areas i.e. the right hemisphere. This tentatively implicates a  role for 
the right hemisphere in awareness generally. Although the shape of this
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‘something’ is rather oblique with respect to exploring alterations in SA 
following TBI it does importantly provide direction for continuing research.
W hat do we know so far about the ‘something? We know that clinicians 
experience this ‘something’ when they are working with some individuals 
following a  TBI and th a t the clinical explanation tends to be tha t SA has 
been altered. A potential homogeneity of a  group of individuals is supported 
by the current evidence which consistently identifies a  small num ber of 
IWTBI tha t do not concur with either relatives or staff about their deficits. 
This demonstrates th a t while the cause of the presenting difficulties might • 
no t be the same the presentation is a t least similar i.e. they don’t  agree and 
more importantly they seem not to agree on similar issues.
Why don’t  they agree? At most the evidence indicates that the disagreement 
is focused around issues of emotional involvement and social interaction. Not 
agreeing in these two areas suggests the potential role of both 
neuropsychological and psychological factors.
Possible neuropsychological factors include a  disturbance in the neurological 
systems specifically organised for emotion and social interaction an d /o r 
disruption in other areas of cognitive functioning that provide Teedback’ for 
these systems such as episodic memoiy or the ability to take another’s 
position (Theory of Mind Frith 1989). A further possibility is that processes 
such as arousal and attention are disrupted differentially affecting 
information processing.
Lesion site also appears to be a  neuropsychological determinant. The right 
hemisphere generally is associated both with awareness deficits and 
emotional/  social functions suggesting either that functions specifically 
controlled by the right hemisphere are differentially affected by awareness 
than  those of the left hemisphere or tha t the right hemisphere has a  more 
direct role in phenomenal awareness.
Psychological explanations of the observed discrepancy are those identified 
as possible biases in reporting (see figure 1) and /o r the IWTBI and their
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relatives find denial type coping mechanisms to manage and control for the 
painful experiences associated with change and loss. Demonstrated in the 
study by Tyerman & Humphrey (1984) is the cautionary evidence that it is 
not necessarily what the question is bu t how it is asked that elucidates 
information. This is probably extremely vital when considering an area as 
emotionally sensitive as how able one is to acknowledge and accept the often 
devastating effects of TBI.
Greater consideration needs to be given to the research tools used in order to 
increase the sensitivity they have in teasing out issues associated with 
awareness and self. It is im portant in th is field of enquiry to establish 
whether self and awareness are two separate constructs, what the 
behavioural correlates of each might be and how to differentiate between 
neuropsychological deficit and psychological response.
The greater inclusion of semi-structured interviewing is a  positive 
development. The importance of developing trusting uncritical relationships 
with the IWTBI cannot be emphasised enough. IWTBI can often be highly 
sensitised to their fau lts ' through direct and indirect experience. They often 
refer to their lives as not being theirs any more and th a t the invisibility of 
‘normalcy’ is no longer available to them. In the arena of adjustm ent and 
acceptance denial might be a  realistic and appropriate way to survive.
This is probably why increasingly research in this area identifies a  need to 
clarify the role of neuropsychological factors and psychological coping 
responses to disability. Although this is a  fundamental issue in  clinical 
assessm ent and treatm ent of IWTBI it has perhaps not been recognised so 
readily in other areas of neuropsychological investigation as it is when one 
begins to ask questions about self and self awareness.
The construct SA is in some ways highly problematic to the field of 
neuropsychology. The nebulous, almost philosophical/psychodynamic 
inference, makes any scientific study problematic. It is not I feel 
unreasonable to state that any observation of an  awareness deficit in an 
individual, whether this is for their memory deficit, jargon aphasia, unilateral
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neglect is, a t some level, a  disturbance in  self. Self is surely a  whole and an 
unawareness of any part of that whole interferes with the perception of self.
It is  my contention th a t the importance of the information collected so far is 
th a t it identifies tha t emotion and social functioning appear in some 
individuals to be impaired. This impairment to date can be understood only 
as a  discrepancy in reporting between the IWTBI and others. However the 
discrepant reporting probably indicates the presence of actual 
neuropsychological deficits in  emotional and social functioning. As in any 
other field of neuropsychological enquiry both emotional and social 
functioning are open to experimental scrutiny in order to establish how they 
break down and produce the observed behaviour.
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RESEARCH DOSSIER
The Psychological Well B eing o f 
Indiv idual P rofessionals W orking
In
C om m unity  M ental H ealth  Team s.
‘One of our m ost distinctive qualities as 
human beings is  our persistent effort to 
make sense of the world around us. 
Whether we are children or adults, 
farmers or professors, members of 
highly technological or primitive 
cultures, a substantial part of our daily 
activity involves attempting to 
understand the events that affect our
life s’. (Schwartz 1984)
ABSTRACT
Community Mental Health Teams (CMHTs) were formed to meet the needs of 
the severely and enduringly mentally ill as community care service providers. 
These teams consist of a  num ber of different professional mental health 
workers whose task  it is to provide a  multidisciplinary approach to caring for 
mentally ill adults. The current available information suggests tha t CMHT 
members experience high levels of burnout. The purpose of this research was 
to investigate the psychological well being of CMHT workers by assessing 
levels of burnout, the dependent variable, and its relationship to a  num ber of 
independent variables.
Fifty-six members of eleven CMHTs returned a  postal survey. Measures 
included The Maslach Burnout Inventory, The General Health Questionnaire 
28, The Attributional Style Questionnaire and The Team Climate Inventory. A 
specific attributional style questionnaire for work related events was 
developed called the Community Mental Health Team Attributional Style 
Questionnaire.
The Maslach Burnout Inventory (MBI) identifies three dimensions of 
burnout; Emotional Exhaustion, Depersonalisation and a  Lack of Personal 
Accomplishment. High levels of emotional exhaustion, depersonalisation and 
a  lack of personal accomplishment were identified in 60%, 29% and 18% 
respectively of respondents.
Stepwise regressions revealed tha t a) Emotional exhaustion was associated 
with high levels of anxiety and insomnia and an  explanatory style tha t 
negative work events will always be present, b) Depersonalisation was 
associated with high levels of anxiety and insomnia and an  explanatory style 
th a t general negative events are due to self. Depersonalisation was also 
associated with the tendency to ascribe general positive events to self and a 
belief that positive events a t work do not influence life in general, c) A lack of 
personal accomplishment was associated with high levels of social 
dysfunction. It was also associated with a  general explanatory style tha t 
negative events affect life in general and th a t positive events are due to other 
people or circumstances.
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INTRODUCTION
The transition from institutionalised care to community care for individuals 
with severe and chronic m ental health difficulties has affected health care 
provision a t all levels. The general task  of community care for mentally ill 
individuals is to ensure th a t targets, as laid out in the Health of the Nation 
(HMSO 1993) are met and th a t the tenets of the Community Care Act (1990) 
are followed. The aim of this task  is to meet the needs of people with complex 
and enduring m ental illness (Department of Health 1994, Spectrum of Care). 
To achieve both the aim and general tasks individuals with different 
professional training have been brought together under the umbrella of the 
Community Mental Health Team (CMHT). The CMHT is an  integral element 
of national health and social service reforms.
A CMHT a t its most basic level is a  group of individuals with different 
professional mental health training including Psychiatrists, Clinical 
Psychologists, Community Psychiatric Nurses, Social Workers, Occupational 
Therapists and Support Workers. Numbers of each profession vary within 
team s and teams may not have professions represented. These groups of 
individual workers are responsible for a  wide range of potentially complex 
and difficult cases. It is therefore imperative tha t members of CMHTs are 
able to identify and function in a  way tha t enables their role to be effective.
This introduction has eight key sections. The first section is The Research 
Focus. This provides an overview of the reasoning and impetus behind the 
study. The second section is The Challenge. This includes an overview of the 
num bers and range of mental illness and how understanding of mental 
illness and institutionalisation has increased multidisciplinaiy working and 
the formation of the CMHT. The third section is The Community Mental 
Health Team. A brief overview of the development of the CMHT, the targeted 
client group and the CMHT as a  service is discussed. The fourth section is 
What do CMHTs do? This area specifically considers the services th a t CMHTs 
offer and the needs of the service users. The fifth section is CMHT Efficacy. 
Research is considered in relation to exploring team s efficacy. The sixth 
section is Team Integration. The topics considered in this section include the 
role of team managers and the professionals tha t work within the teams. The
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seventh section is Psychological Health. Discussed in this section is 
occupational stress and attributional style. The eighth and final section is 
The Research Questions. This section identifies the research questions and 
m easures used.
1. The Research Focus,
The primary focus of this study has been to examine the psychological well 
being of individual workers by assessing occupational stress in the form of 
burnout (Freudenberger 1974) and its relationship to a  num ber of 
independent variables. A secondary focus has been on developing a  specific 
attributional style questionnaire tha t assesses explanatory style for CMHT 
related events.
1.1 Reasons fo r  considering th e  psychological w ell being o f m ental 
health  workers.
Where service delivery and care is partially dependent upon how effective the 
team s function a t both inter and intra levels then it is im portant to establish 
an  understanding about the individual worker. Focusing on the 
psychological well being of CMHT workers was felt to be important for a  
num ber of reasons.
F ir s t ... Understanding about the functional well being of CMHTs as a  service 
provider is limited. Moss (1994) states tha t ‘Scientific research in relation to 
multi-disciplinary community mental health teams is in its infancy.... after 
ten years they are still in a state of active development’ pg 167.
Second ... Community Care was always regarded as an  ongoing process in 
need of appropriate monitoring. As an integral service provider and resource 
of Community Care, CMHT evaluation is appropriate.
Third ... The function of the team s is to meet the needs of the m ost chronic 
and severely enduringly mentally ill individuals. This is likely to have a  
significant impact on the individuals whose task  it is to meet these needs.
Fourth ... The individuals responsible for providing this care are front line 
workers and directly responsible for implementing ongoing structural and 
policy changes. Understanding how they are ‘bearing up’ to the task  is an  
important factor in monitoring service delivery and effectiveness. The Mental 
Health Foundation (1994) concluded ‘it is difficult to over estimate the 
professional exhaustion in the face of constant organisational change’ pg29 
and Berger (1991) suggests th a t the NHS reforms could constitute a  major 
threat to professions.
Fifth ... Organisations such as health and social services are placed in close 
proximity with each other in the context of CMHT work. Both organisations 
have seen major changes and work from different theoretical models and 
agendas. Moss (1994) states tha t these services have ‘rarely co-ordinated 
their aims in such a  way as to make life simpler a t the lower levels’, 
identifying tha t ‘this issue alone reduced the team’s morale and effectiveness 
for a  time’ pg 170.
Sixth ... The num bers of individuals requiring a  community mental health 
service is increasing alongside lessening resources of money, services, 
hospital beds and suitably trained personnel (Thomcroft & Bebbington 
1984). This is a  potential source of distress and conflict within CMHTs.
Seventh ...There is increasing evidence of burnout in CMHT members and an 
inability of teams to sustain effective care (Carson 1991, Onyett, Pillenger & 
Muijen 1997).
Finally and m ost importantly is the need to understand the effects of CMHT 
work on individual workers in order to be able to protect service users.
2 . The Challenge,
2.1 The size  and range o f  m ental illness.
Mental Health Foundation (1994) figures estimate one in ten individuals has 
a  medically defined mental illness. In any one year in Britain today more 
than  five million people will suffer from depression or anxiety. Broad range 
estimates of prevalence in the The Health of The Nation' document identifies 
(based on a  population of 500,000) th a t there will be between 1,000-2,500 
individuals with schizophrenia; 500-2,500 with an  affective psychosis; 
10,000-25,000 with a  depressive disorder and between 8,000-30,000 with 
anxiety states. There are an  estimated thirteen deaths per day from suicide, 
which accounts for 11 .1  people per 1 0 0 ,0 0 0  of the population per year.
Service contacts reflect service use rather than  need. 10,000 individuals are 
seen annually by psychiatrists and between 2,000-2,500 are admitted 
annually to psychiatric wards. At any one time there are between 450-500 
inpatients And 1,350 individuals on community psychiatric nurse caseloads. 
50% of a  social worker's caseload are individuals with a  mental illness. 
Between 30,000-40,000 people are seen annually for a  diagnosed mental 
illness in general practices.
These are not inconsequential figures. The individuals these figures 
represent challenge society’s structures and systems to meet their and their 
families complex array of potential needs.
2.2 Current and ongoing response to  th e  needs o f th e  m entally ill.
The Community Mental Health Centre Act (1963) in America heralded the 
transition in both America and Britain away from institutionalisation. This 
act and the development of Community Mental Health Centres (CMHCs) were 
a  practical solution to the dehumanisation and segregation of mentally ill 
individuals within institutions. A core premise was tha t care should be 
accessible, acceptable and should seek to remove the stigmatisation and
institutionalisation behaviours th a t had become so pervasive in the early 
part of the century.
In the late 1970’s CMHCs developed in Britain providing a  tertiary 
psychotherapeutic service. Over time these included m ainstream services. 
Increasingly, through the mid 1980’s, they became the base for community 
multidisciplinaiy working. In general services developed locally, with limited 
direction and central government guidance.
The Community Care Act (1990) and its implementation on April 1st 1993 
have seen the specification of resources to meet the needs of the severely and 
enduringly mentally ill of which CMHTs are one.
3. The Community M ental H ealth Team,
Information on CMHTs remains relatively sparse considering their intrinsic 
role in community care. In the last few years’ papers on CMHTs roughly 
divide into three groups. There are a  small bu t growing num ber of papers 
tha t identify a  specific research question such as the relationship of burnout 
and CMHT work (Onyett et al 1997). There are a  few surveys of CMHTs tha t 
contain valuable information about their structures and organisational 
processes (Sainsbuiy Centre for Mental Health (1994)). Individuals reflecting 
on their individual experiences of working within a  CMHT write the third 
group of papers.
3.1 M ultidisciplinary CMHTs.
The CMHT is regarded as the key component in providing a  co-ordinated and 
multidisciplinaiy service for individuals with complex and severely enduring 
mental illness. CMHTs’ growth has been rapid and widespread. A national 
survey in 1994 identified five hundred and seventeen CMHTs in England 
(Onyett, Heppleston & Bushnell 1994). These teams were estimated to 
employ over six thousand members of staff, including two thousand 
community psychiatric nurses and one thousand approved social workers. 
Due to the rapid expansion of CMHTs an  estimate from a  national census of
community mental health nurses suggests th a t the actual num ber of CMHTs 
is closer to eight hundred and ninety three (personal communication 
between Onyett & Brooker 1997 in Onyett 1994).
However it is only in a  recent government document (Spectrum for Care 
1996) th a t CMHTs have been explicitly identified as service providers with a 
specified role and composition. Their role is to deliver and co-ordinate a  
service for specified target groups of individuals (severely and enduringly 
mentally ill) with a  recommended composition th a t includes psychiatrists, 
social workers, clinical psychologists, community psychiatric nurses (CPN) 
and occupational therapists.
3.2 The clien t group.
Increasingly service managers and providers are under pressure to define 
and target specific groups in order to ensure tha t a) the service is meeting 
those most in need and b) tha t money is clearly allocated. The group targeted 
to receive care is the severely and enduring mentally ill. However Sayce, 
Craig & Boardman (1991) identified th a t in general CMHTs were seeing 
milder cases to the detriment of this identified group. This has been termed 
‘upward market drift’ and refers to the preponderance of clients being seen 
by teams tha t are suffering from minor psychiatric disorders. A later survey 
of CMHTs (Onyett et al 1994) identified tha t many teams were increasingly 
directing their resources to the provision of this group.
3 .3  The task .
As an integral resource in the provision of the Community Care Act (1990) 
CMHTs are regarded as providers of the two objectives enshrined in the act. 
Firstly, tha t for the majority of mentally ill people their needs will be met 
within the community and secondly th a t services will be needs led. CMHTs 
are presumed to be able to meet these two objectives because they are 
community based and multidisciplinaiy.
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The multidisciplinaiy structure offers the opportunity for complex needs to 
be met by more than  one profession and in theoiy enables greater matching 
of need to resource. The purpose of the multidisciplinaiy team is regarded by 
Ovretveit (1986) as To make it easy to draw on the skills of a  variety of 
professionals in a  flexible way to meet the needs of a  particular client a t 
different times, or to undertake specific tasks or projects’ pg. 1 2 .
The Centre for Mental Health Services Development suggests that there are 
three functions tha t a  CMHT should focus on. The first is to provide 
proactive care for individuals suffering from serious and enduring m ental 
illness. Secondly tha t the CMHT should provide a  twenty-four hour service 
where support, intervention, treatm ent and information are available. 
Finally tha t the team should offer help and assistance to primary care 
services where appropriate within stated priorities.
Close consideration of these three functions suggests th a t the services 
CMHTs are expected to provide and have responsibility for is a  vast and 
highly complex task. Moss (1994) writes th a t the CMHT ‘is an ideal, a  vision, 
a  social process, a  health resource, a  group of professionals and a  unit of 
management’ pg. 167.
Aspects of this task, such as the structure and the process of teams have 
been commented on and surveyed by a  num ber of authors (Ovretveit 1986, 
1993, Sayce et al (1991), Onyett et al (1994), Huxley 1996). However 
identification of the actual practical face to face care services a  CMHT 
undertakes is limited.
3.4 Structure and Process.
Ovretveit (1986) wrote a  detailed working paper on the organisation of 
multidisciplinaiy teams. His ideas are briefly discussed because this and a  
later paper (1993) have provided a  key framework for research into CMHTs. 
Ovretveit identifies three dimensions of team working: structure, process and 
integration. Structure refers to the membership of the team and its 
management. This includes team size, composition, location, management,
leadership responsibility and user/ community involvement. Process refers to 
the methods the team  utilises to cany  out its tasks. Aspects of process 
include who can refer to the team, methods of processing referrals such as 
assessm ent and discharge, record keeping, team activities, accessibility to 
hospital beds, care management, CPA and keyworker responsibility. 
Integration refers to aspects of how team members relate to each other.
3.5 CMHT developm ent.
Two surveys completed in England on behalf of The Sainsbuiy Centre for 
Mental Health are summarised as these offer insight into some of the 
changes and developments occurring in CMHTs over the last few years. 
Sayce et al (1991) examined fifty seven CMHCs in 1987. This was followed by 
Onyett et al (1994) who completed the largest and m ost comprehensive 
survey of CMHTs to date in 1992. This survey initially identified contacts by 
telephone followed by a  postal survey in 1993. Information gathered related 
to structural and process elements using the dimensions described above 
(see survey summary for a  comprehensive breakdown). Data was collected in 
total from three hundred and two teams.
Sayce et al (1991) examined sixty-seven CMHCs in Britain. This earlier 
survey revealed th a t both criteria group and service aims were extremely 
broad. Following interviews with managers and staff they concluded th a t this 
was largely related to ‘difficulty in resolving inter-disciplinary differences' 
pg. 15. Onyett et al (1994) identified firmer definition criteria with regards to 
the target group and fewer teams accepting self-referrals than  in 1987 
indicating a  tightening of service aims. Team members in 1987 felt th a t they 
worked in isolation and shared few common goals. It is not clear from the 
later study whether this had improved. Joint decision making to accept a  
client was made by 58.6% of team members and case note sharing suggests 
the possibility of increased integration.
Sayce et al (1991) revealed tha t teams were generally assembled ad hoc, 
capitalising on already employed staff rather than  forming teams of staff with 
appropriate training to meet identified needs. Forming teams in such a
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m anner coupled with poor policy and managerial directives could explain the 
poor resolution of inter-disciplinaiy working. Team integration was not 
explored in the later survey by Onyett et al (1994). It is also not apparent 
whether staff continue to be opportunistically employed bu t the authors 
experience is th a t they do.
Sayce et al (1991) identified less than  10% involvement of both users and 
community members compared with the 42.7% and 24.8% respectively for 
the later survey indicating an  increase in service user involvement. Changes 
in funding were also identified between surveys with jo int funding between 
health and social services increasing and health only funding decreasing. 
This probably reflects changes in central government reforms with regards to 
health and social service integration.
Fewer than  10% of team s in the original survey had m anagers with overall 
responsibility for the team. In 1991 the team m anager/co-ordinator role was 
regarded as purely administrative without definition and authority. Although 
becoming ‘more clearly specified’ pg. 19 a  ‘management vacuum’ pg. 18 was 
identified (Sayce et al 1991). Whether the actual day to day role of team 
managers has changed is not clear bu t between 1987 and 1993 however 
there has been a significant growth in team m anagers with overall 
responsibility for the team. In 1993 30.4% of team s had a  team manager 
with overall responsibility and 30.8% of team s reported sharing 
responsibility across members. Onyett et al (1994) states that they are 
unclear whether task sharing by the whole team represents a management 
vacuum or a  democratic process. However they are more emphatic that 
team s taking ultimate responsibility for assessm ent of local based service is 
a  management vacuum in the strategic planning of the CMHT and its 
relationship to the wider system.
The role of external management and the abdication of responsibility to the 
CMHT to decide and perform tasks have been consistently highlighted in the 
literature as a  cause of concern (Fumell, Flett & Clark 1987. Goldie, Pilgrim 
& Rogers 1989. Huxley & Oliver 1993. Patmore & Weaver 1992. Moss 1994.
m
Onyett 1995). Abdication of responsibility means the team is often left to 
interpret policies th a t cascade down.
The broader inclusion category used in the latter study and the effects of the 
historical development of CMHCs into CMHTs to an  extent limits 
interpretation of both the specific and broader changes between 1987 and 
1993.
A summary of the larger study indicates the current position of CMHTs. 
Many of the teams surveyed had large num bers of part time workers and 
several had little to no formalised input from psychiatry, clinical psychology 
or occupational therapy. No relationship was found between staff turnover 
and num bers of severely and enduring mentally ill in  a  caseload although 
many teams were increasingly directing their resources to the provision of 
this group. Open access to the team associated with fewer severely and 
enduringly mentally ill bu t this did not appear to increase the num bers of 
minor problems. The authors concluded tha t To maintain a  focus on people 
with the m ost severe m ental health problems, services need to accept 
referrals from a  wide range of sources b u t then 'gate keep' to ensure tha t 
only the team 's defined client group are taken on for assessm ent and on­
going work' pg.33.
The location of the CMHT in a  CMHC was found to be associated with less 
seriously ill on the caseload and regarded by the authors, as not necessarily 
the most appropriate location to meet this group’s needs. This may be due to 
the historical link when CMHCs primarily offered psychotherapeutic 
interventions.
There were some indications tha t services were beginning to offer 24-hour 
access, practical help and increased opportunity for developing work and 
activities of daily living. However team s tended to be assessm ent led 
providing only limited care services.
Summary*
An increase in CMHTs has occurred bu t these are largely felt to be all 
encompassing with the consequence th a t targeted client groups are often the 
least represented in caseloads. The risk to continuing care clients is 
apparent and recognition of the need for support from the wider system is 
identified. An observation made by Patmore and Weaver (1991) is th a t the 
severely enduringly mentally ill are not as neglected when there are a  
num ber of support services around the CMHT.
Indications are th a t selection criteria and team working has been tightened 
up bu t a  need to ensure clear and operational policies is stressed. 
Responsibility for providing guidance and directives by external management 
continues to be a  contentious issue. It is not clear from the latter study 
whether resolution of inter-disciplinaiy differences had been achieved. 
Increased funding of teams by both health and social services has potential 
implications for team integration.
4 What do CMHTs do?
The direct practical care services provided by a  CMHT in reality could be as 
broad as it is narrow. The heterogeneity of the client group, the professionals 
represented in the team and expectations society and management 
structures hold suggest that identification of the m ost appropriate and 
efficacious care services could be problematic. Understanding and 
investigating what individual members do is likely to be the m ost 
dynamically threatening and hard to quantify.
4.1 Care Sendees.
Thirty potential care-related services were listed by Onyett et al (1994). Team 
members were asked to indicate which of these their team directly 
undertook. The authors state th a t "psychotherapy and counselling remain 
the most ubiquitous activities’ pg.22. 97% of the team s surveyed provided 
psychotherapy and counselling for individuals, for families (67.6%) and some
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form of group therapy (73.1%). A depot clinic was provided by 56.1% of 
team s and some other form of drug related help other than  a  depot clinic by 
75.3% of the teams. Practical help in assessing activities of daily living 
(8 8 .8%) and training (77.6%) occurred. Fewer team s provide help with day to 
day problems such as shopping and travelling (69.7%) b u t 85.2% of teams 
felt they promoted self-help. Work related help was only available from 24.1% 
of teams.
Melzerd, Hale, Malik, Hogman & Wood (1991) found th a t generally CMHT 
services were limited to providing monitoring and medication and are not 
responsive to social care needs. Monitoring and medication is generally 
provided by a lone nurse’ pg.108 (Patmore and Weaver 1994).
Ovretveit (1986) stresses th a t clarifying the purpose and function of CMHTs 
is achieved by surveying clients needs and establishing w hat existing and 
future care services are required. Onyett et al (1994) identified 42.7% of 
team s sampled user views and only 2 2 .8% of team s actually involved them in 
an  advisory capacity. Poor involvement of service users by the majority of 
team s is likely to affect service efficacy to meet users needs.
4.2 Sendee Users,
Indications from service users are tha t they do not w ant the plethora of 
psychotherapeutic interventions offered nor do they w ant the traditional 
models of hospitalisation and medication (Newnes 1994). They do want 
twenty four hour and weekend services and practical support with areas 
such as employment, housing and finance (Renshaw 1994). As Cooney 
(1994) points out I t  is pointless trying to help people with a  mental illness 
unless their immediate housing difficulties are solved’ pg 39. Many authors 
have identified the relationship between unm et needs in housing, physical 
health care, employment and crisis hospital admissions (Lamb 1982, Weller 
1989, Mental Health Foundation 1994). Only 23% of the team s surveyed in 
1994 provided both twenty four-hour care and a  weekend service. However 
71.1% of teams felt they offered an  immediate response to a crisis situation.
Only 57 (18%) of the team s surveyed offered crisis intervention, twenty four- 
hour care and a  weekend service.
Service users also need assurance th a t community services are indefinitely 
available not ju s t  a  transitional step between hospital and community 
(Baker, Jodrey, Intagliata & Strauss 1993). In response to the different 
service users needs Jackson, Gater, Goldberg, Tantam, Loftus & Taylor 
(1993) identified the need to provide anxiety management groups for the 
milder disorders and drop in social skills training and reviews for the 
severely and enduring mentally ill.
5 The efficacy o f  CMHTs,
Defined outcome m easures for CMHTs are not readily identifiable and the 
type and range of tasks they might undertake as a  service provider are far 
from clear. Peck (1994) draws attention to the fact there is little historical 
evidence on efficacy. This effectively creates a  vacuum for current service 
delivery and knowledge.
Acceptance criteria are inconsistently adhered to suggesting ongoing 
difficulties in some fundamentals of team functioning. However targeting is 
not an  easy task  leading as it does to rationing and potential neglect. 
Restrictive criteria can also artificially increase people's distress and 
symptoms in order to meet service criteria. The arena of mental illness is 
such that population heterogeneity negates against black and white rules.
Some positive outcomes of multidisciplinaiy teams working have been 
identified. They reduce the use of psychiatric beds (Bums 1990, Muijen, 
Marks, Connolly & Audini 1992, Kwakwa 1995) and provide a  faster route to 
treatm ent (Broadman 1986). Client satisfaction with multidisciplinary work 
has been identified (Muijen et al 1992, Marks, Muijen, Connally, Audini, 
McNamee & Lawrence 1994, Kwakwa 1995). Merson, Tyrer, Onyett, Lack, 
Birkett, Lynch, & Johnson (1992) found tha t service users were more 
satisfied with standards of care than  the traditional models and th a t there 
had been an overall improvement in their symptoms.
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In a  study by Goldie (1989) clients found the CMHT informal and less 
threatening than  hospital care. They valued the practical advice and time to 
be able to express their emotions. While the team in this study increased 
accessibility they had limited success reaching those clients with complex 
and serious mental illness. Marriott, Hassiotis, Ray 85 Tyrer (1996) concluded 
from their study of a  CMHT service tha t effectiveness improved by decreasing 
inappropriate referrals and increasing access for the severely and enduringly 
mentally ill. However they also identified tha t people with minor illness in 
crisis have poor levels of functioning and also need access to mental health 
services.
A random design study by Merson, Tyrer, Carlen and Johnson (1996) 
assessed the cost difference between two CMHTs and a  hospital based 
psychiatric unit providing in and out-patient care. The total cost for the 
community group was lower and associated with more home based 
interventions. However the median cost was higher per patient in the 
community (£938 v £610). Expenditure wastage in the community was due 
to failed appointments. They did not identify any clinical outcome differences 
for the groups b u t concluded tha t community services were more cost 
efficient. The lack of outcome differences may in part be due to the presence 
of a  num ber of different disciplines with in the psychiatric services such as 
social worker and clinical psychologist.
Summary:
Increasing knowledge about the structure and process in CMHTs is 
important given the major role they have as providers of care to the severely 
and enduringly mentally ill. Identified and ongoing problems include 
managerial responsibility, matching care services to care needs, and 
adherence to acceptance criteria.
Currently the single m ost problematic area in researching CMHTs is the lack 
of a  formalised understanding of the elements tha t constitute quality of care. 
Donabedian (1988) suggests tha t assessm ent of quality of care needs to
consider the intricacies of clinical practice, the science and a rt of care and 
both the technical and the interpersonal practitioner performance. He 
suggests tha t ‘before we attem pt to assess the quality of care, either in 
general terms or in any particular situation, it is necessaiy to come to an  
agreement on w hat the elements constitute it a re .../ Pg 1743.
6 Team Integration,
Team integration is regarded by Ovretveit to be one of the three key 
dimensions in multidisciplinaiy working. How well the team is integrated will 
affect the ability of the group as a  whole to meet structural and process 
demands and expectations. It will also affect the degree of support from 
within th a t team members are likely to need in canying out the tasks. CMHT 
integration is the least well understood area perhaps because it is potentially 
the m ost dynamically threatening and the least quantifiable.
Modlin and Paris (1956) state that ‘an  integrated team is an  entity 
emphatically different from a  group of co-operating persons. The degree of 
group integration attained is, in fact, a  m easure of team m aturity’. They go 
on to state tha t the ‘heterogeny of persons may develop into a  co-operative 
group rather quickly; bu t team integration is realisable only through 
processive growth’ pg.97. This suggests tha t team integration is a  working 
process tha t takes time and energy to achieve.
It is beyond the scope of this discussion to consider the vast literature on 
group dynamics and issues of integration. However as integration relates to 
individual members of the team a  brief discussion is included on 
professionals perceptions and involvement in team functioning.
6.1 The professionals,
Ovretveit (1993) identifies four areas relating to member’s participation and 
responsibility. These include :-
a) Identifying professional competence and codes of practice.
b) Specifying who undertakes work th a t can be done by more than one 
member.
c) Agreeing work tha t can be done by all professional members of the team.
d) Identifying specific skills of members.
A study by Mistral and Velleman (1997) begins to elucidate some of the 
perceptions and opinions of different professionals working in CMHTs. A 
questionnaire was sent to seventeen CMHTs. The research focus was to 
investigate the opinions of different professionals with regards to their team's 
function and effectiveness using a  twenty two item questionnaire.
In summary they found significantly different opinions between each of the 
professional groups which included psychiatrists, psychologists, social 
workers, occupational therapists, CPNs and family therapists. Psychologists 
in particular disagreed with the other professions and held a  strong view that 
they should be associated with their own professional discipline rather than  
the CMHT. Consultant psychiatrists spent the least time in the team and 
were m ost worried about the drift away from the seriously and enduringly 
mentally ill. Unlike other professionals they did not agree with service users 
having greater involvement in their treatment. Both social workers and 
occupational therapists rejected the idea tha t there needed to be greater 
working relationships with CPs.
Nurses, unlike psychologists, social workers and occupational therapists did 
not find the CMHT isolating. Along with occupational therapists nurses 
believed that the CMHT model promoted greater multidisciplinaiy working. 
One reason the authors suggest for this is th a t the CMHT provides greater 
professional autonomy than  nurses or occupational therapists have 
previously experienced in the traditional hierarchical health models.
This study highlights differences in perspectives and opinions for a  limited 
num ber of specific questions. Some professionals appear to be more satisfied 
with the CMHT model and working as a  team than  others. The difference 
between team identity and professional identity may cause identification 
difficulties and conflict as individual team members find themselves caught
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between the need to identify with the group in the team and identifying with 
their traditional professional and socially valued roles. Onyett (1997) points 
out tha t ‘professional workers in CMHTs are members of two groups: their 
profession and their team. Identification with these groups may be 
complementaiy or conflicting depending upon the culture and practices of 
particular professional groups' pg. 261.
A survey by Onyett et al (1997) found job satisfaction positively correlated 
with team and professional identification and personal role clarity. 
Consultant psychiatrists reported significantly greater levels of job 
satisfaction with work relations than  social workers and CPN’s and a  greater 
sense of achievement than  social workers and support workers. Social 
workers had the least professional identification and clinical psychologists 
the greatest. Clinical psychologists reported the least team identification.
The threat to identification of the uniqueness and differences between 
professional roles within the CMHT framework has not been researched bu t 
is a  cause for some concern (Berger 1991, 1993, Ovretveit 1993, Onyett et al 
1994,1995, Mistral & Velleman 1997). Reiman (1989) demonstrated a  
process of deskilling tha t occurs when different professionals are meeting 
similar clients and appear to be performing similar work. Galvin and 
McCarthy (1994) interpret deskilling from ‘pooling’ referrals in an  
unsystematic way, as the consequence of having to meet referral and role 
demands. Patmore and Weaver (1991) suggest tha t referral demand leads to 
a  lack of a  needs led/skill matching process. Also tha t self-allocation occurs 
as a  consequence of a reduction in professional role identity. The alternative 
to self-allocation would involve a  skill matching process and identifying 
individual skills and weaknesses, a  potential threat to team integration.
Clearly achieving the four aims suggested by Ovretviet about mem bers’ 
participation is not m uch in evidence and may explain some of the negative 
perceptions regarding professionals’ ability to work together. However as 
Ovretveit points out the unfamiliarity of new working practices and in 
different settings can leave people feeling ‘defensive and less willing to 
address questions about role and place in the team ’ pg.30.
Conclusion:
The above section clearly raises many factors and issues pertinent to the 
functional roles of a  CMHT, the workers who are the CMHT and the ability of 
these workers to meet users’ needs. It is also clear th a t the concept of a  
CMHT is less complex th an  the actual reality of implementing systems th a t 
are multidisciplinaiy, have responsibility to two service providers and aimed 
a t targeting severely mentally ill individuals. The literature rem ains 
particularly unsatisfactoiy with regards to some im portant areas such as 
team integration, professional role clarity and what are appropriate/effective 
care services. Identifying effective structural mechanics of team s is 
fundamental to ensuring both th a t local needs are m et and tha t central 
policy is workable. However, the individual worker is responsible for 
implementation of policy and client care. Therefore, factors tha t relate to 
their functional capacity and ability m ust also be a  primaiy consideration.
The inherent danger for CMHTs is th a t they become perceived as the primaiy 
solution to the difficulties and needs of the severely and enduringly mentally 
ill. CMHTs are small islands of care th a t need to be firmly established and 
networked with other care services in the wider system. Their role should not 
be to replace the institution b u t to provide care th a t is safe and enables 
those individuals tha t can to function well in the community they live in. To 
do this team members need to have a  clear understanding of their role, 
which services provide the m ost effective care and an  appreciation of their 
professional role differences and similarities.
7 Psychological Health,
7 . 1  Burnout,
Occupational stress termed by Freudenberger (1974) a s  ‘burnout’ is a  
construct used to describe stress reactions observed in employees whose 
work predominately is caring for other people. It is considered to occur in 
response to the ‘chronic emotional strain of dealing extensively with other
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hum an beings causing a  progressive inability of the individual worker to 
carry out the tasks inherent in  the job’ pg 3 (Maslach 1983).
A widely used model of burnout is tha t proposed by Maslach (1982), Maslach 
and Jackson (1981, 1986). They operationally define burnout using three 
dimensions; Emotional Exhaustion (EE), Depersonalisation (DP) and feelings 
of reduced Personal Accomplishment (PA).
Emotional exhaustion is associated with a  loss of physical and psychological 
energy thought to result from high levels of arousal and involvement. 
Depersonalisation is ‘a  state in which the helping professional no longer has 
any sympathy, respect or positive feelings for the clients’ pg 345 (McGee 
1989). Maslach (1982) regards depersonalisation as creating cynical and 
often dehumanising attitudes towards the client th a t affect quality of care. A 
reduction in  personal accomplishment is associated with negative self- 
evaluation and the loss of role value in the work environm ent This is 
particularly thought to occur when the individual self assessm ent is tha t 
nothing they do makes any difference. These three dimensions are 
conceptually distinct b u t they may be empirically correlated and share 
common causes (Jackson, Schwab & Schuler 1986). The treatm ent of them 
as distinct dimensions is largely because they exhibit differential patterns 
when correlated with other variables.
Burnout has been implicated in high staff turnover (Jones 1981, Jackson et 
al 1986), absenteeism (Brown & Leaiy 1995) and poor job performance 
(Maslach & Jackson 1986, Firth & Britton 1989, Leiter & Harvie 1996). A 
num ber of factors associated with burnout include working with clients with 
severe and enduring mental illness (Finch & Krantz 1991, Pines 8s Maslach 
1978). Although there are some indicators th a t th is may not increase levels 
of burnout (Bums 1991, Schulz, Greenley & Brown 1995) poor job clarity 
(Fawzy 1983) and perception of job autonomy (Maslach 1982). Limited 
resources (Pines & Maslach 1978) and flexitime work schedules (Fielding & 
Weaver 1994) have also been associated with an  increase in burnout
on
IndividuaFstafï characteristics associated with burnout include: age, younger 
employees are more vulnerable to burnout (Cordes & Dougherty 1993); 
higher education, as m easured by professional qualifications, increases risk 
(Maslach & Jackson 1984); and stable personality traits of neuroticism and 
agreeableness (Piedmont 1993).
In the model proposed by Maslach and Jackson burnout is the consequence 
of organisational issues and many of the studies reported above highlight the 
types of organisational issues tha t may contribute. Schulz, Greenley & 
Brown (1995) found th a t when controlling for client and staff variables, 
organisational and management process issues have a  direct impact on work 
satisfaction and the work environment bu t an  indirect im pact on burnout. 
However they note th a t while there are many publications on burnout there 
is still limited theoretical understanding of the 'complex interrelationships' 
pg 333 tha t relate to burnout. They identify six categories of 'social realities' 
contributing to burnout which they consider to be relevant to understanding 
burnout (see Schulz et al 1995). They also suggest tha t research on burnout 
needs to consider how individuals interpret management and organisational 
issues.
Other authors (Einsiedel & Tully 1981, Meier 1983) are critical of the view 
th a t burnout is ju s t  an  occupational outcome where the implication is th a t 
in certain jobs there is little any individual can do to prevent burnout' pg 901 
Meier (1983). Meier proposes a  model of burnout th a t is the function of both 
individual and environmental factors including the role of environmental 
reinforcement/punishment; self efficacy and contextual processing such as 
memory, beliefs, attributions and how these relate to various expectations 
associated with work.
7 . 2  Burnout S tu dies relating to  CMHT work.
The research generally suggests tha t working with mentally ill people is a  
risk factor for poor psychological health. Two sources of information suggest 
this. One comes from information derived from questionnaires designed to 
detect diagnosable psychiatric disorders such as the General Health
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Questionnaire (GHQ, Goldberg 1978) and secondly studies tha t assess the 
burnout dimensions, emotional exhaustion, depersonalisation and personal 
accomplishment using the Maslach Burnout Inventory (MBI) (Maslach and 
Jackson 1986).
A study by Wykes, Stevens and Eveiitt (1997) of sixty staff members from six 
CMHTs included m easures of psychiatric morbidity (GHQ28, Goldberg; Beck 
Anxiety Inventory BAI, Beck 1990), burnout (MBI) and presence of minor 
stressors (Daily Hassles Scale Lazarus & Folkman 1989). Both emotional 
exhaustion and depersonalisation were found to be high (57% & 42% 
respectively) bu t staff in general maintained a  high level of personal 
accomplishment. They concluded th a t higher rates of emotional exhaustion 
(Mean EE = 22.5) depersonalisation (Mean DP = 7.8) and personal 
accomplishment (Mean PA = 35.2) were present in the staff they surveyed 
compared with previous studies.
Approximately a  third of the sample had  a  threshold score indicating 
psychiatric caseness on the GHQ28. Elevated scores on the BAI were not 
identified. Staff stressors related particularly to future security b u t in 
comparison with the standardisation sample they marked fewer daily 
hassles.
A num ber of associations between the dependent m easures were indicated. 
Psychiatric caseness and the num ber of work hassles were over represented 
in the high emotional exhaustion category bu t not in depersonalisation and 
personal accomplishment. No m ain effects were found for job tenure, 
overtime, sick leave, num ber of courses attended, gender or profession on 
burnout. Personal accomplishment was associated with high levels of staff 
turnover. Static team membership was found to be detrimental to the well 
being of the team. However it is not clear whether there is an  optimum level 
a t which excessive staff turnover becomes disruptive.
A study by Prosser, Johnson, Kuipers, Szmucker, Bebbington and Thomcroft 
(1996) comparing burnout between hospital and community team s identified 
higher levels of emotional exhaustion (Mean EE= 27.4) and  depersonalisation
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(Mean DP -  8.7) in community based teams. This suggests th a t community 
work might be more harm ful to individual workers than  working on a  ward 
an d /o r there is something protective about ward based work.
Onyett et al (1997) assessed burnout and job satisfaction in four hundred 
and forty five members of CMHTs th a t had participated in the original 
Sainsbuiy survey. The results of their enquiry indicated higher than  average 
scores for emotional exhaustion bu t lower than  average scores for 
depersonalisation and personal accomplishment. Among the group of 
workers assessed social workers, CPNs, psychologists and psychiatrists 
experienced the greatest emotional exhaustion. The authors express 
particular concern th a t 45% of CPNs experience high emotional exhaustion 
and are the main provider of services in CMHTs. Overall job satisfaction w as 
high which may explain the low rates of a  lack of personal accomplishment. 
It also highlights th a t while individuals may be emotionally exhausted th is 
does not necessarily affect their interest and  achievements from work. The 
study identified th a t both 'support from colleagues and multidisciplinary 
team working’ pg 62 was rewarding.
Summary,
Current research suggests th a t community based workers are experiencing 
burnout. Although causal variables are not identified there may be a  num ber 
of hypothetical reasons for this including the greater isolation th a t individual 
workers experience in providing home based care. Although team workers 
identified the team as supportive (Onyett e t al 1997) increased levels of risk 
from working in isolation and visiting clients a t home may have an  impact. 
Increasing reductions in hospital beds increases the level and degree of 
serious behaviour being managed in the community and increases th is risk 
further.
The client, by definition is not going to experience great changes. Unlike 
hospitals where clients are assessed, treated and discharged, community 
staff are often the place clients are discharged to. In the community the 
member of staff is unlikely to have changing caseloads and variety. These
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two features of community work may limit the degree of reinforcement th a t 
Meier (1983) highlights as an  im portant protective variable in the prevention 
of burnout.
Jackson et al (1986) suggest th a t emotional exhaustion is characterised by 
unm et organisational expectations and job conditions tha t need great 
am ounts of emotional energy. There may be a  large discrepancy between 
w hat the organisation thinks an  individual worker can achieve with a  
severally and enduringly mentally ill client and the individual workers ability 
to translate this into actual practice.
The degree the individual identifies with the team may be an  im portant 
aspect of burnout in CMHTs particularly for professions such  as 
psychiatrists and psychologists who experience high emotional exhaustion 
and low team identity.
An interesting parallel is the link between burnout and how it relates to 
managerial and organisational variables and the consistent identification in 
the CMHT literature on a  ‘managerial vacuum* and poorly defined strategic 
policies. In the light of this perhaps it is not surprising th a t burnout is 
identified in CMHT workers.
7.3 A ttributional / E xplanatory style.
There are three reasons for briefly exploring the concept of attributional 
style. Firstly it has been consistently found to associate with psychiatric 
disorders particularly depression and paranoid ideation. These links indicate 
tha t explanatory style has a  role in psychological wellbeing, which may be 
relevant to CMHT workers. Secondly attributional style is ‘ones tendency to 
offer similar sorts of explanations for different events’ pg 1 (Peterson, 
Buchanan & Seligman 1995). It may therefore be relevant in m ental health 
work, as a  large proportion of the task  is the interpretation and causal 
understanding of clients’ behaviour. Thirdly the Attributional Style 
Questionnaire (ASQ Peterson, Semmel, von Beyer, Abramson, Metalsky, 
Seligman 1982) has been incorporated in this study and used as a  model to
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develop a  -specific ASQ th a t relates to CMHT events (for details on m easures 
see Appendix 3).
Explanatory style was first explored in relation to a  revision of the learned 
helplessness theory of behaviour (Seligman 1975). While the theory could 
account for the observed deficits th a t uncontrollable events give rise in some 
people, to expectations of negative response outcomes, it was unable to 
accommodate the range of differential responses exhibited by people. Other 
theoretical areas th a t have been linked with and informed the revision of the 
learned helplessness theory include attribution theory (Heider 1958, Jones & 
Davis 1965, Kelley 1973); social learning theory, specifically locus of control 
(Rotter 1966) and self-efficacy (Bandura 1969). Later Peterson & Seligman 
(1984) adopted the term 'explanatory style’ in order to clarify th a t it is the 
causal explanation of events of interest rather than  the broader construct 
‘attribution’.
The revised theory (Abramson, Seligman & Teasdale 1978) proposed th a t 
people ask  themselves why something did not happen. Their subsequent 
causal explanation is the setting for the experience of helplessness. They 
predicted tha t a  stable causal attribution protracts helplessness. If the 
attribution is unstable, helplessness is more transient. A global attribution 
m eans helplessness is experienced in many situations b u t if it is specific 
then  helplessness is associated with th a t particular situation. If the cause of 
the attribution is felt to be internal i.e. due to self then self-esteem becomes 
impaired while an  external attribution leaves self-esteem intact.
Measurements such as the ASQ have consistently identified particular 
patterns of explanatory style in certain disorders. Depression has been found 
to be associated with internal, stable and global attributions for hypothetical 
negative events (Sweeney, Anderson & Bailey 1986, Brewin 1988, Robins & 
Hayes 1995) and paranoid ideation with external, stable and global 
attributions for negative events (Kaney & Bentall 1989, Candido & Romney 
1990, Lyon, Kaney & Bentall 1994, Fear, Sharp & Healey 1996).
The situation may provide the causal explanation for the individual. However 
it is likely th a t the individual will rely ‘on his or her habitual way of making 
sense of events th a t occur* pq 5 (Peterson et al 1995). Therefore one of the 
basic tenets of explanatory style is th a t it appears to be ‘traitlike’ and 
therefore consistent for th a t individual. As with trait theorists it is argued 
th a t not every explanatory style will be evident for every situation, and th a t 
‘constraints are provided by the actual event th a t has to be explained pg 18 
(Peterson et al 1995).
8 The R esearch Questions:
This research project was concerned primarily with considering the 
psychological well being of m ental health workers in CMHTs and establishing 
whether particular variables associate with poor psychological wellbeing. 
Burnout, as  measured by the Maslach Burnout Inventory (Maslach and 
Jackson 1986) was felt, for the purpose of this project, to best reflect poor 
psychological well being in a  work environment.
Research questions were
*Is burnout a  reality in CMHT workers?
*Can variables be identified th a t associate with burnout in CMHT workers? 
*Is explanatory style relevant to burnout?
*Is there value in developing a  questionnaire specifically related to CMHT 
type events?
*If so is an attributional style questionnaire for specific work events of value 
in understanding burnout?
*Do external team variables contribute to burnout?
A num ber of m easures were included in this project to comprehensively 
explore burnout as a  construct of poor psychological well being within 
CMHTs (see Appendix 2). The research questionnaires were specifically 
chosen because they all reflect, except the Team Climate Inventory 
(Anderson & West 1994) some aspect of intra psychological well being.
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Measures and  the rationale for inclusion are
The Maslach Burnout Inventory (MBI: Maslach and Jackson 1984).
This has been identified a s  the dependent variable for the purpose of this 
study in order to assess the presence of burnout in  CMHT workers and 
consider variables th a t m ight be associated with it.
The General Health Questionnaire fGHQ 28: Goldberg and Hillier 1979).
The GHQ 28 was included in order to obtain greater general detail on 
psychological well being, in the form of psychological distress, and to 
consider the relationship of the individual GHQ 28 scales with b u rn o u t
The Attributional Style Questionnaire (ASQ: Peterson et al 19821 and The 
Community Mental Health Attributional Style Questionnaire (CMHTASO 
designed for study).
The ASQ was included to assess whether explanatoiy style contributes to 
burnout given the ability of the ASQ to detect psychopathologies! patterns. 
The CMHTASQ was designed and included to explore the nature of 
explanatoiy style as it relates to specific CMHT work events and to consider 
whether this has any relationship with burnout.
The Team Climate Inventory (TCI: Anderson and West 1994).
The TCI is a  measure of team functioning. It was included to assess whether 
external variables of the team contribute to burnout.
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METHODOLOGY
1. Sample:
Fifty-six individuals responded to the request to participate in the study. 
These came from eleven different teams. The total actual membership of the 
team s was 110, representing a  response rate of 46%.
A total of five people declined to identify themselves by team. The remaining 
51 respondents response rates varied across team s (see Table 1) ranging 
from 0% (Knightswick) to 78% (London). Four team s had  a  response rate 
>70% of their total membership.
Table 1: Team response ra te  and  percen tage o f  sam ple.
I TEAM N ACTUAL TEAM 
MEMBERSHIP
% RESPONSE 
RATE
% SAMPLE
WESTCLIFF 6 9 66 10.7
RAYLEIGH 7 9 77 12.5
QUEENSWAY 5 15 33 9.8
SHOEBURY 2 10 20 3.9
KNIGHTSWICK 0 9 0 0
LONDON 11 14 78 19.6
CHELMSFORD N 4 9 44 7.1
CHELMSFORD S 5 7 71 8.9
CHELMSFORD R 6 8 75 10.7
MALDON 4 12 33 7.1
WITHAM 1 8 12.5 1.8
MISSING 5 8.9 8.9
Fifty-three respondents identified themselves by gender, twelve males (21.4%) 
and 41 females (73.2%). 21.4% of the whole sample worked part time and 
71.4% full time. The tendency to work full or part-time was independent of 
gender (Chi-square (1)= 0.477; n.s.).
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The majority of respondents had  been working as community mental health 
workers for between 1 and 5 years (41%), with 16 %  having worked less than  
one year, 23% between 5 and  10 years and the remaining 19% for more than  
ten years. Experience of community mental health work was independent of 
gender (Chi-square (3)= 3.727; n.s.).
Respondents represented seven professions (see Table 2). Of these 
Community Psychiatric Nurses comprised 41% of all respondents. The next 
two m ost prevalent professions were Occupational Therapists (16%) and 
Social Workers (16%). The least represented were psychiatrists (1%).
Table 2: Frequency an d  percen tage representation  by profession.
PROFESSION FREQUENCY PERCENT I
Community Nurse 23 41
Social worker 9 16
Occupational Therapist 9 16
Team Leader 5 8
Psychiatrist 1 1
Support worker 4 7
Administration 4 7
MISSING 1 1
2. Measures,
Six measures were used and ordered in the pack as listed (Appendix 2). The 
rationale for including each questionnaire is provided below. Relevant 
information about each m easure and its statistical properties is in Appendix
3.
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1) A general questionnaire about the subject and their team s structure.
2) The Community Mental Health Attributional Style Questionnaire 
(CMHTASQ).
3) The General Health Questionnaire 28 (GHQ28).
4) The Team Climate Inventory (TCI).
5) The Maslach B urnout Inventory (MBI).
6) The Attributional Style Questionnaire (ASQ).
2.1 General Inform ation Questionnaire.
This was designed to identify demographic information about respondents 
and their team s structure and functions. Questions reflect some of the areas 
identified in the literature. The author was aware of anxieties individuals had 
about whom would see the information and how it would be used. Particular 
attention was paid to ensuring tha t information th a t could identify 
individuals was kept to a  minimum to reduce identification anxiety. 
Extensive use of other questionnaires of greater relevance necessitated the 
questionnaire be succinct.
2.2 The M aslach Burnout Inventory (MBI 2 nd ed).
The MBI (Maslach & Jackson 1986) m easures the frequency of the three 
identified dimensions of burnout. These are emotional exhaustion (EE), 
depersonalisation (DP) and a  lack of personal accomplishment (PA). The 
rationale for including the MBI was to use it as the dependent m easure of 
psychological well being in individuals working with people with severe and 
enduring mental illness.
2.3 A ttribu tional S ty le  Questionnaire (ASQ).
The ASQ (Peterson et al 1982) is a  self-report m easure of patterns of general 
explanatoiy style. It looks a t the tendency’ for an  individual to select certain 
causal explanations. The rationale for including the ASQ was to identify 
whether the explanatory style of m ental health workers contributes to
burnout as measured by the MBI. The ASQ was also included to provide a 
comparative questionnaire to develop a specific CMHT attributional measure.
The ASQ groups causal explanations into six hypothetical good events (e.g. 
'you meet a friend who compliments you on your appearance’) and six 
hypothetical bad events (e.g. you give an important talk in front of a  group 
and the audience reacts negatively’). The subject is asked to vividly imagine 
each event as happening to them and to decide on a major cause as to why 
this event might: occur. In the space provided the respondent writes down the 
cause. This cause is not used in any analysis but serves to ensure that the 
subject has focused their attention on the event described. Following this the 
subject rates this cause on three separate seven-point scales (see appendix 3 
Table 1).
The scales of causal explanation are its locus (intemality-extemality), its 
stability (stability-instability) and its globality (specifïcity-globality),
2.4 Community Mental Health A ttributional S tyle  Questionnaire 
(CMHTASQ).
The ASQ is designed to measure attributions for relatively general positive 
and negative events. To this extent it may be only a partial representation of 
an individuals attributional style. Responses to events in different situations 
may generate different causal explanations.
The rationale for including a structurally similar but contextually different 
questionnaire to the ASQ was to assess similarities/differences in 
explanatory style for CMHT related events and develop a measure for future 
CMHT research. A difference would be potentially relevant, as workers in a 
CMHT are consistently required to make attributions about causes of events 
within the team that are likely to be unique to CMHT work and possibly 
associated with burnout.
In order to develop the CMHTASQ a group of CMHT workers not used in the 
study were asked to list any positive and negative events that they had
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experienced while working in the previous six months. These lists were used 
to derive the six positive and six negative events of the questionnaire. The 
structure and method for completing the questionnaire is the same as the 
ASQ.
2.5 General Health Questionnaire 2 8  (GHQ).
The GHQ28 (Goldberg & Hillier 1979) is a  self-administered screening 
questionnaire concerned with the inability of an individual to cany on with 
their normal Tiealthy’ functions and the appearance of new phenomena that 
are distressing. The GHQ 28 was derived from factor analysis of the original 
60-item general health questionnaire. It has four sub scales that increase the 
range of information available. These four scales m easure anxiety and 
insomnia, somatic symptoms, social dysfunction, and severe depression.
The rationale for using the GHQ 28 was to obtain specific information, as 
measured by the sub scales, to explore the relationship between 
psychological distress and burnout.
2.6 Team Climate Inventory (TCI).
The TCI (Anderson & West 1994) is described by the authors as a 
‘multidimensional measure of work group climate’ pg 1. The TCI was 
developed to provide information ‘capable of facilitating interventions in work 
groups’ pg 1. The TCI has four scales, Participation S a f e t y ,  Support for 
Innovation, Vision and Task Orientation. These divide into thirteen sub­
scales (see appendix 2). The rationale for using the TCI in the present study 
was to provide a standardised measure of team functioning.
2 .7  Ethical Considerations:
The appropriate managerial structures in each trust were presented with a 
research protocol (see Appendix 1) in order to identify the need to seek 
ethical approval and approval for the research to commence. In each case 
the researcher was informed that an application to the appropriate, ethical
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committee "at th a t time was not necessary given tha t subjects were staff not 
clients/ patients and th a t the research could proceed.
The Code of Conduct, Ethical Principles and Guidelines from the British 
Psychological Society (BPS) identifies a  num ber of areas pertinent to 
researching with hum an subjects. Those of particular relevance to discuss 
include consent, withdrawal, confidentiality, protection and giving advice.
The BPS guidelines state th a t ‘all reasonable steps to ensure th a t the 
consent obtained is valid' and ‘uphold the rights of recipients of services to 
withdraw consent' pg 3 and ‘ inform all participants of the objectives of the 
investigation' pg 8. These issues were addressed through meeting with staff 
a t the outset and explaining the aims of the research. A covering letter th a t 
accompanied the questionnaires (see Appendix 1) briefly re-explained the 
research. The questionnaires were left to be filled in so th a t those individuals 
not wishing to participate could freely choose not to return  them. Individual 
participants were openly encouraged to contact the researcher if they had 
any concerns.
The issue of confidentiality is highlighted in the BPS guidelines as a  requisite 
of the Data Protection A ct The guidelines summarise this as ‘ information 
obtained by the participant during an  investigation is confidential unless 
otherwise agreed in advance' pg 10. One of the major concerns for the 
researcher was the anxiety expressed by staff about how the information 
would be used. In order to reassure individuals and remain within the Data 
Protection Act confidentiality was assured both in the meetings and in the 
covering letter. Staff members were also given assurances th a t the 
demographic questionnaire had as little identifying information as feasible 
and tha t the researcher only would examine the questionnaires. The 
researcher was also aware th a t staff needed a degree of protection with 
respect to the num ber of questionnaires and type and so these were reduced 
as far a  reasonably possible.
However with hindsight agreeing to strict confidentiality created a  dilemma 
post survey. The small sample size and the nature of the demographic
questions m eant the researcher could identify one member of staff. This was 
of particular concern with respect to their scores on the MBI and the GHQ 
28. In light of the serious issue of confidentiality it was not felt to be 
appropriate to break th is either by the author or a  colleague who w as 
consulted regarding giving advice to the member of staff. However it raises 
important issues with respect to surveying psychiatric distress in staff 
members. Particularly th a t confidentiality was guaranteed and 
questionnaires are unlikely to be returned without i t  However staff members 
may be a t risk an d /o r be placing others a t risk. It is therefore recommended 
that, as in a  therapeutic relationship, clear indication should be made th a t 
confidentiality cannot be maintained if either of the above is compromised.
3. Procedure
The study was undertaken with eleven different teams. Criteria for selection 
were those used by the Sainsbuiy Centre for Mental Health (Onyett e t al 
1994). These are
a) Recognised by service managers as a  multidisciplinaiy team with two or 
more disciplines.
a) Provide a  service to adults with severe m ental illness.
b) The majority of work is done within a  community setting.
c) Four or more members.
d) Offer a range of services.
Ten of the teams were recruited through geographic accessibility from two 
Mental Health Trusts in Essex. A colleague recruited the eleventh team from 
another region. A team member of this team then contacted the researcher 
on behalf of other members asking to be included in the study.
The teams from Southend Community Care were approached between May 
and June 1997. Teams from Mid Essex Community Care were approached in 
January  1998. The London team completed the questionnaires after April 
1998. With the exception of the London team, team  leaders were re­
contacted-to request team members fill in the questionnaires to improve 
response rates.
The researcher m et with members of each team as a  group. A brief 
explanation was given with respect to the aims of the research and a  request 
was made for their participation. The eleventh team w as introduced to the 
research via their initial contact person. Caution was taken in  presenting the 
aim s of the research to team  members as the author was aware of high levels 
of anxiety about how and who would use the information gathered.
Questionnaires were distributed to each of the team leaders for distribution 
to team members. A stam ped addressed envelope to the author was 
enclosed with each questionnaire pack so they could be returned 
confidentially.
Each pack contained a  brief summary of the aims of the study, how to 
complete the questionnaires, the questionnaires and an  appeal for their 
return  (Appendix 2).
RESULTS*
All analysis was completed using SPSS for windows.
1. General In f ormation*
The general questionnaire indicated differences in members' evaluation of 
team functions.
1.1 Team issues.
j u s t  over a  half (60.7%) of respondents felt th a t their team  had clear criteria 
for client acceptance. 44.6% and 48.2% of respondents answered yes and no 
respectively to the question ‘Are criteria for acceptance to the team adhered 
to?' 50% of respondents answered ‘yes' to the question ‘Are there clear 
boundaries about what the team should do?’. 46.4% did not think there were 
clear boundaries. 53.6% of respondents did not feel management issues were 
appropriately responded to while 41.1% did.
A large num ber of the sample (83.9%) identified their team, as having unm et 
needs. This was independent of gender (Chi-square (1) = .673 ns) profession 
(Chi-square (6) = 6 .029 ns) and team (Chi-square (9) = .017 ns).
1.2 Referral allocation*
73.2% of respondents considered their team  as having a  clear structure for 
case allocation, identified by 71% of respondents a s  a  regular referral 
meeting. The remainder felt th a t allocation occurred through a  single person 
distributing referrals (10%), ad hoc (12%) and as relating to professional 
relevance (3.7%).
1.3 Caseloads.
Generally respondents (87.5%) believed th a t they manage their own 
caseloads and tha t they have adequate autonomy in which to perform their 
roles (83.9%). Caseloads were regarded by 51% of respondents to be high to
Iveiy high "but manageable. This was independent of profession (Chi-square 
(6) = 1.941 ns). 74% of respondents felt th a t the resources were inadequate 
to very inadequate. Evaluation of resource inadequacy was independent of 
profession (Chi-square (6) = 5.739 ns) and gender (Chi-square (1) = .201 ns). 
Respondents were evenly split (46.4%) in their view about whether cases are 
reviewed on a  regular basis. This was independent of team (Chi-square (9) = 
9.140 ns) and profession (Chi-square (6) = 5.739 ns). 51.8% of respondents 
felt th a t they finish cases with out consultation with another team member.
1.4 Professional work w ith in  th e  team*
Respondents generally agreed (73.2%) th a t the type and level of work they 
do within the team is clear. However 25% were not clear. This was 
independent of gender (Chi-square (1) = 1.724 ns) profession (Chi-square (6) 
= 7.220 ns) and team (Chi-square (9) =13.184 ns). There was considerable 
agreement (92.9%) th a t some work within the team  th a t can be undertaken 
by any team member. 89.3% also identified th a t there is work tha t only their 
profession can undertake. 63% of respondents were clear about the roles of 
other team members. In response to the question I s  the workload fairly and 
evenly split?’ 48.2% responded yes and 50% no. This was independent of 
gender (Chi-square (1) = .257 ns) profession (Chi-square (6) = 4.568 ns) and 
team (Chi-square (9) = 15.665 ns). 73.2% of team members regarded 
themselves as having professional accountability outside of the team. 
Regular supervision was received by 64.3% of respondents.
1.5 Team Leaders.
Five team leaders identified themselves. They all agreed th a t their team had 
unm et needs, tha t they were clear about the role of the team and its 
members and tha t team members had specific work to undertake. Three 
team leaders identified th a t the criteria used to accept a  client is adhered to. 
Four agreed there is a  clear structure for case allocation, occurring as a  
regular meeting. One team leader felt th a t referrals are allocated on an  ad 
hoc basis. Three team leaders felt th a t there are clear expectations about 
what the team can do and three felt th a t resources are adequate.
2  A nalysis.
2.1 The GHQ 28.
As a  general m easure of psychological well being responses to the GHQ 28 
are worth reporting separately as scores identify psychological distress in 
the CMHT population. Psychiatric distress on the GHQ 28 is indicated by a  
score greater than  5; caseness by a  score greater than  12 and chronicity by 
a  score greater than  20.
Psychological distress (> 5) was identified in 43% of the sample (mean 11.60 
std 5.19). 69.7% (n =16) were full time workers 21.7% (n=5) part time. Of 
these 65.2% were females (n=15) and 26.1% males (n=6). A breakdown by 
profession show 47.8% (n=ll) were community psychiatric nurses, 17.4% 
(n= 4) social workers and 13% (n=3) occupational therapists.
All teams had a t least one individual experiencing psychiatric distress. A 
disproportional num ber of respondents (26.1% n=6) reporting psychological 
distress came from the London team.
Psychiatric distress can be broken down further into caseness and 
chronicity. Of the 43% of respondents experiencing psychiatric distress, 17% 
(n=9) were classified as experiencing psychiatric caseness, 4 male and 4 
female. Of these 5 were CPN’s, 2 social workers and a  team leader. One 
respondent failed to identify their gender and profession. A total of five 
teams had one individual experiencing psychiatric caseness.
Chronicity (>20) was detected in two females. A team leader and a  
community psychiatric nurse.
Using the GHQ scoring method, psychological distress for the four scales 
(somatic, anxiety and insomnia, social dysfunction and severe depression) is 
indicated by a  score > 2. Somatic distress was reported by 39% of
respondents, anxiety and insomnia by 28%, social dysfunction by 20% and 
severe depression by 3% of respondents.
The proportion of males and females experiencing distress for anxiety and 
insomnia in relation to the whole sample was 33% and 26%, for social 
dysfunction scale 33% and 17% and the somatic scale 9.4% and 30% 
respectively. This suggests a  disproportional representation of males 
experiencing psychological distress associated with the social dysfunction 
and anxiety and insomnia scales. In contrast females were more likely to be 
suffering from psychological distress associated with the somatic and severe 
depression scales.
2.2 A nalysis o f ASQ tm d CMHTASQ,
In order to establish an  understanding of the similarities between the ASQ 
and the CMHTASQ Pearson Product correlation coefficients were calculated 
for both negative and positive events. These are presented in tables 3 and 4 
respectively. As can be seen the two m easures are broadly similar. However 
the range of variance between 40% and 11% indicates differences between 
the two measures, particularly for the positive events.
Table 3: Correlations fo r  negative event dim ensions o f  th e  ASQ and  
CMHTASQ,
NEGATIVE ASQ LOCUS ASQ STABLE ASQ GLOBAL
CMHT locus .666**
CMHT stable .572**
CMHT global .594**
** correlation is significant a t the 0.01 level (2-tailed)
Table 4: Correlations fo r  positive  event dim ensions on ASQ and  
CMHTASQ.
POSITIVE ASQ LOCUS ASQ STABLE ASQ GLOBAL
CMHT locus .292
CMHT stable .372*
CMHT global .409*
^^correlation is significant a t the 0.01 level (2-tailed)
Correlation is significant a t the 0.05 level (2-tailed)
A three factor repeated measure analysis of variance was calculated to 
explore the observed difference. The first factor reflected scores for the two 
measures, ASQ and CMHTASQ. The second factor reflected scores for the 
positive and negative events of the two measures. The third factor reflected 
scores for the locus, stability and global dimensions of the two measures.
No overall difference was reported between the average ratings made on the 
general (ASQ) and specific (CMHTASQ) m easures (F (1,29) = 0. 004ns).
A significantly reliable difference was observed for the three-way interaction 
between locus, stability and global dimensions (F (2,58) = 10.748, p < 001).
The detail of this interaction is observed in the plots produced for the m eans 
of these three factors (figure 1). A Newman-Keuls post hoc test was used to 
assess which of the m eans differed significantly. This revealed a  num ber of 
important results. Positive events tended to be attributed to self, th is is 
generally true for general and work related events (n.s.). However negative 
events tend to be attributed externally, with general events being reliably less 
external than  work related events (p<0.05). Negative work events are also 
seen as more unstable than  general negative events (p<0.05), both being less 
stable still than  positive work or general events (p<0.05), which themselves 
differed reliably. Positive work events were unstable than  general positive 
events (p<0.05). Finally general negative events were more likely to be
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attributed to specific causes than positive events (p<0.05), but to some 
extent for work related and general negative events (n.s.).
FIGURE 1: MEAN VALUES OF ASQ &  CMHTASQ FOR NEGATIVE AND 
POSITIVE EVENTS
—------------------
— ASQ-VE 
+  CMHT-VE 
-x-CMHT+VE 
-*-ASQ+VE
LOCUS STABUJTY GLOBALITY
EVENT DIMENSIONS
2.3 M aslach B urnout Inventory (MBI).
Maslach and Jackson (1986) suggest burnout in mental health workers be 
represented by scores of 21 or more for emotional exhaustion (EE), 8 or 
more for depersonalisation (DP) and 28 or less for a lack of personal 
accomplishment (PA). The percentage of respondents to fall into each 
category of the sub-scales is presented in table 5. The figures indicate that 
60% of respondents experience high levels of emotional exhaustion. 29% 
experience high levels of depersonalisation although the majority of 
respondents fall within the low category (56%). 18% of respondents were 
found to be experiencing a high lack of personal accomplishment and 60% a 
moderate lack of personal accomplishment. Depersonalisation is relatively 
less of a problem for this sample than emotional exhaustion and a lack of 
personal accomplishment.
Table 5: Percentage o f respondents in  th e  three ranges o f  burnout.
MBI sub-scale______ Low %_______Moderate % High %_________
EE 16 24 60
DP 56 15 29
PA 22 60 18
A breakdown of scores of respondents in the high category indicates high EE 
for CPN’s (45.5%) followed by social workers and occupational therapist 
(18.2%). Three of the five-team leaders had high emotional exhaustion and 
depersonalisation and two a  high lack of personal accomplishment. Support 
workers were the only professionals not to report a  high score in any 
category.
The London team had the m ost respondents experiencing emotional 
exhaustion (24.2%), depersonalisation (31.3%) and a  lack of personal 
accomplishment (30%). Other team s had a  minimum of one member in each 
category.
In the present sample, the average scores on the three dimensions were; 
Emotional Exhaustion 23.81 (sd 10.75), Depersonalisation 6.23 (sd 5.97) 
and lack of Personal Accomplishment 33.73 (sd 5.88).
Using a  one sample t-test between the current means and those obtained by 
Maslach and Jackson (1986) for mental health workers a  significant 
difference was found for Emotional Exhaustion (t (54) = 4.77 p < .001 (2 
tailed); no significant difference for Personal Accomplishment (t (54) = .641 
ns (2 tailed) and a significant difference for a  lack of Personal 
Accomplishment (t (52) =3.54 p < .001 (2 tailed). This suggests th a t the 
current sample of mental health workers experience a  greater degree of 
emotional exhaustion and lack of personal accomplishment than  those 
assessed by Maslach and Jackson.
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No significant differences were found between males and females in the 
current sample on the three dimensions of the MBI see table 6.
Tcible 6: T-Tests fo r  gender on MBI dimensions.
EE (t= -.581 (11) n s )
DP (t= 1.241 (11) n s )
PA (t= -.908 (11) n s )
2.4 Stepw ise regression ana lysis o f  item s contributing to  th e  
psychological w ell being o f CMHT workers.
In order to assess the relationship between the dependent variable of 
burnout and the independent variables of the GHQ 28, ASQ, CMHTASQ and 
the TCI stepwise regression analysis was performed between each of the MBI 
scales and each of the subscales of the independent measures.
Only variables which contribute reliably to the regression equations are 
discussed.
Em otional Exhaustion.
Two variables contributed to the variance associated with emotional 
exhaustion. These were anxiety and insomnia and stability for negative 
events of the CMHTASQ. Table 7 presents the model summary of the 
dependent variable, emotional exhaustion and the two associated subscales. 
The subscales and reliability equations are : -
1) GHQ 28 anxiety and insomnia.
GHQANX (F (1,27) = 38.865; p< 0.001 (r = 0.590; adjusted r  = 0.575)
2) CMHTASQSN stability negative.
CMHTASQSN (F (2,26) = 30.648; p < 0.001 (r = 0.702; adjusted r  =
0.679)
Table 7: M odel sum m ary o f step w ise regression  for dependent
variable E m otional Exhaustion:
MODEL
UNSTANDARDISED
COEFFICIENTS
STANDARDISED
COEFFCIENTS
B Standard
Error
Beta t Sig level
Constant -18.227 8.291 -2.199 .037
GHQAnxiety 2.247 .307 .783 7.310 .001
CMHTASQSN 5.283 1.689 .335 3.128 .004
Increasing levels of anxiety and insomnia are associated with higher levels of 
emotional exhaustion, as does believing tha t negative work events will 
always be p resen t Together these two variables accounted for 70% of the 
variance in emotional exhaustion (r = .702; adjusted r  squared = .679).
Depersonalisatioru
Four variables contributed to the variance associated with depersonalisation. 
These were Anxiety and insomnia, globality for positive events of the 
CMHTASQ, locus for negative and positive events of the ASQ. Table 8 
presents the model summary of the dependent variable, depersonalisation 
and the four associated subscales. The subscales and reliability equations 
are : -
1) GHQ 28 anxiety and insomnia
GHQANX (F (1,27) = 14.993; p < 0.001 (r = 0.357; adjusted r  = 0.333)
2) CMHTASQ global positive (CMHTASQGP)
CMHTASQ (F (2,26) = 12.586; p < 0.001 (r = 0.492; adjusted r  = 0.453)
3) ASQ internal negative (ASQIN)
ASQIN (F (3,25) = 12.123 p < 0.001 (r = 0.593; adjusted r  = 0.544)
4) ASQ internal positive (ASQIP)
ASQIP (F (4,24) = 11.985; p < 0.001 (r = 0.666; adjusted r = 0.611)
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Table 8: Model sum m ary fo r  stepw ise  regression fo r  dependent
variable Depersonalisation:
MODEL
UNSTANDARDISED
COEFFICIENTS
STANDARDISED
COEFFCIENTS
B Standard
Error
Beta t Sig level
Constant 18.214 9.005 2.023 . 054
GHQAnxiety .937 .173 .659 5.428 . 001
CMHTASQGP -3.790 .984 -.525 -3.853 . 001
ASQIN 2.995 .948 .385 3.161 . 004
ASQIP -3.186 1.383 -.313 -2.304 . 003
Increasing levels of anxiety and insomnia and the tendency to believe 
negative events are due to self was associated with high levels of 
depersonalisation. The tendency to believe th a t positive work events do not 
influence life in general and to ascribe general positive events as due to 
others people or circumstances was associated with lower levels of 
depersonalisation. These four variables together accounted for 60% of the 
variance (r = .666; adjusted r  squared = .611).
Personal Accom plishm ent.
Three variables contributed to the variance associated with a  lack of 
personal accomplishment. These were social dysfunction, locus for positive 
events and globality for negative events on the ASQ. Table 9 is a  model 
summary for the dependent variable personal accomplishment and the three 
associated subscales. The three subscales and reliability equations are : -
1) GHQ 28 social dysfunction
GHQ SOC (F (1,25) = 8.173; p < 0.008 (r = 0.246; adjusted r  = 0.216)
2) ASQ internal positive (ASQIN)
ASQIP (F (2,24) = 10.326; p < 0.001 (r = 0.463; adjusted r  = 0.418)
d-c;
3) ASQ global negative (ASQGN)
ASQGN (F (3,23) = 9.456; p < o.OOl (r = 0.552; adjusted r  = 0.494)
Table 9: Model sum m ary o f  stepw ise  regression an a lysis  fo r  the  
dependent variable Lack o f  Personal Accom plishm ent:
MODEL
UNSTANDARDISED
COEFFICIENTS
STANDARDISED
COEFFCIENTS
B Standard
Error
Beta t Sig level
Constant 56.548 8.579 6.591 . 000
GHQSOC -1.288 .337 -.538 -3.825 . 001
ASQIP -4.729 1.479 -.450 -3.198 . 004
ASQGN 1.981 .922 .300 2.147 . 043
Increasing levels of social dysfunction was associated with a  high lack of 
personal accomplishment. A high lack of personal accomplishment was also 
associated with a  general explanatory style th a t negative events affect life in 
general and tha t positive events are due to other people or circumstances. 
Together these three variables accounted for 50% of the variance (r = .552; r  
squared = .494).
DISCUSSION
The focus of this research project was to further an  understanding of the 
psychological well being of mental health workers working in CMHTs. Data 
analysed relates to three main areas. First some general information on the 
teams. Second the development of a  specific attributional style questionnaire 
for CMHT work and third the relationship between burnout, an  indicator of 
occupational stress, and a  num ber of independent variables.
1. General inform ation from  th e  team s.
Eleven team s in all were surveyed. The response rate of 46% was 
disappointing bu t predicted a t the outset following concerns from potential 
participants about how the information might be used. Both the verbal 
presentation and the general questionnaire were presented in a  way to try 
and reduce anxieties about identification.
There was a  considerable response rate range. All members of one team 
chose not to respond a t all and only four team s had more than  70% of their 
members responding. One of these was the team from London who self 
selected by contacting the author. Identification anxiety was indicated by the 
omission of some individuals to identify themselves on gender, team and 
profession. In a  sense this anxiety is not incompatible with the results tha t 
indicate an  association between anxiety and burnout. Poor response rates 
might also relate to the low priority to fill questionnaires in when workloads 
are high and /o r the high num ber of questionnaires included.
1 .1  Service Users,
The criteria client group for all CMHTs in this study were the severely and 
enduring mentally ill. Although individual teams members were not asked 
about specific definitions of acceptance to their team a  general question 
about acceptance criteria elicited different opinions. Over half the 
respondents (60%) felt th a t clear criteria for acceptance to the team existed. 
The remaining 40% felt there were no clear criteria.
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Perhaps of more significance is th a t under half of the respondents (44.6%) 
felt criteria were adhered to while the others (48.2%) felt th a t criteria were 
not adhered to. This difference reinforces the literature that expresses 
concern about a  lack of adherence to CMHTs’ selection criteria (Sayce et al 
1991) and th a t many team s experience such difficulties. For example 
Patmore and Weaver (1992) compared the caseloads of six CMHTs. Eighty 
five percent of one team s caseload consisted of clients who had never had a 
hospital admission and did not have any psychotic disorder. The other teams 
had between 51% and 65% of severely and enduring mentally ill on their 
caseload.
A num ber of reasons may account for criteria not being adhered to. It may be 
th a t criteria are not explicitly stated and understood by all members. That 
criteria exist a t service agreement levels bu t not in practice. That things such 
as an  'upward m arket drift’ (Patmore & Weaver 1992) and GP referrals tha t 
bias against referring severely ill individuals to CMHTs. This may be 
particularly the case with these teams who had no psychiatrists working in 
them (Patmore and Weaver 1992, Shepherd et al 1998).
A further possibility for not adhering to criteria, and one not mentioned else 
where, is whether the criteria is sufficiently able to define, with out 
confusion, who will receive help. Definitions used by CMHTs are generally of 
questionable workable value for a  num ber of reasons. They are open-ended, 
they lack clear objective definitions and as a  consequence tend to be all 
encompassing. The consequence of loosely defined criteria is movable 
boundaries and an  inconsistent approach. This may be tactical and a 
'deliberate intention’ to keep criteria loose in order to relieve outside pressure 
from individuals who feel they are entitled to a  service bu t who are not 
severely and enduringly mentally ill. Often there is no other service for these 
individuals so ‘room’ to accommodate them has to be available.
Other aspects for not adhering to criteria suggested in the literature include 
conflicts imposed on teams by the needs of the milder group, reinforcement
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for workers associated with working with individuals who have a better 
prognosis and delays in establishing team criteria.
A potential risk of poorly defined criteria is tha t the aims and responsibility 
to perform the tasks are not clear, leaving room for inconsistency and risks. 
The observation by Patmore and Weaver (1992) tha t CMHTs function in an  
ad hoc way is suggested by some of the responses in this study. For example 
there was an  even split between respondents’ views on whether clients are 
regularly reviewed. Clearly some team members review their clients regularly 
bu t this is not consistent across the group. A consistent approach to 
discharge was also not apparent. J u s t  over half of respondents discharge 
clients without consultation with another team member. It is of some 
concern tha t neither discharge nor reviews occur in a  consistent and 
systematic way. Possible reasons for inconsistencies might include heavy 
workloads, poor management style, ineffective working relationships, 
ineffective structure related policies, individual differences and poor 
communication.
1 .2  Professionals,
Community psychiatric nurses were the greatest represented group of 
professionals followed by social workers and occupational therapists. 
Psychiatrists and psychologists were not members of the team s surveyed 
although one psychiatrist present a t the introduction meeting did return  the 
questionnaires. The inclusion of both these professions, identified as a  
necessity for team membership (Spectrum for Care 1996) is clearly not 
happening. An understanding of the reasons for this appears to be a  
recruitment issue for psychologists and reluctance of both professions to 
work within teams.
Although authors (Anciano & Kirkpatrick 1990, Searle 1991) have 
attempted to consider the meaning and role of psychologists within teams, 
on the whole the profession remains resistive to the process of integration. 
The loss of autonomy, role blurring and the loss of managerial responsibility 
from fellow psychologists appear to be key features. However there is also an
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argum ent th a t work within a  team is different from working with a team in 
respect of providing consultation and objective understanding about process 
issues.
In respect to medical involvement the nature of the medical hierarchy within 
health care makes self exclusion from the teams possible as psychiatrists 
appear to retain a  parochial view of how they should be involved in mental 
health delivery and the power to enforce this. In the local areas surveyed this 
has created significant problems both for management and the ability of 
CMHTs to obtain psychiatric services for the client group. It is of some 
concern th a t both these professional groups remain outside of CMHTs.
Interestingly the majority of respondents agreed th a t there is work within the 
team tha t can be performed by all members of the team and areas of work 
tha t are particularly relevant to their discipline. However individual 
respondents tended not to know what the roles of other team members were. 
This suggests a  degree of confusion about the role of the team  and 
particularly about levels of communication. In a  recent study by Reid, 
Johnson, Morant, Kuipers, Szmukler, Thomicroft, Bebbington and Prosser 
(1999) social workers in particular were experiencing lower job satisfaction 
than  their NHS colleagues. This was identified as relating to a  greater degree 
of role conflict and ambiguity arising from the statutory Mental Health Act 
assessm ents and the ‘wish to act as patients advocates and represent their 
interests’ pg 305.
The CMHT to a  large extent does change roles and working practices 
replacing traditional hierarchies and professional group identification with 
greater flexibility and heterogeneity. This has the potential to be damaging or 
freeing. For some groups such as psychologists and doctors the merging into 
teams is perhaps too threatening to the traditional sta tu s and autonomy 
they have held. In contrast nurses and occupational therapists have 
generally been regarded as holding a  lower position in the hierarchy. The 
CMHT model releases them from the restrictions of a  traditional hierarchy 
and increases the development of an  autonomous professional identification 
(Pilgrim & Rogers 1993).
The issue of role is also of particular interest as it appears tha t teams are 
moving increasingly towards a  'generic worker’ and central government 
rumblings are th a t there should be a  generic training for community staff. 
The author is aware th a t Southend team s still m aintain professionally 
defined work responsibilities, however this is not the case in Chelmsford. 
Team members are required to perform duties th a t would otherwise have 
been allocated elsewhere. For example an  occupational therapist now 
becomes involved in the application for social service funding and home care 
packages. Social workers hold caseloads of severely distressed health clients 
where social needs are not the priority. It is not clear w hat the implication of 
this will be or why management structures think this is a  more useful use of 
staff.
Pooling professionals together can lead people, both internally and 
externally, to a  belief tha t all team members are equally as qualified and 
skilled (Clydesdale 1990). Skills become undifferentiated and the team is 
viewed as an  amorphous m ass of generic workers. The dynamics within the 
team are likely to drive the perpetuation of this in order paradoxically to 
maintain team integration and cohesiveness. To challenge each other’s roles 
might be regarded as a  direct challenge to one’s professionalism and ability 
resulting in defensive and potentially destructive behaviours. Huxley (1993) 
noted in a discussion on the introduction of the CPA th a t the CPA 'revealed 
more publicly than  before, the degree to which a lack of professional co­
operation was in fact hampering good practice’ pg 9. The issue of role 
blurring is likely to become even more complex with the development of 
generic workers and potentially unpredictable consequences for 
psychological well being.
Over half of respondents felt th a t workloads are not fairly and evenly 
distributed’. How caseloads are distributed and why they should differ is an  
aspect of team working tha t needs clarification having as they do the 
potential to affect both structural and team integration. Individuals may 
experience resentm ent and unfairness leading to m isunderstanding and 
impairment of working relationships. However this may be one potentially
positive aspect of role blurring and generic working for caseload management 
as caseload allocation would no longer depend upon specialists.
1.3 Team Leaders.
The management of CMHTs is generally regarded as an  important aspect of 
the teams overall functional ability. It is therefore worth commenting on the 
five team leaders tha t responded to the questionnaires.
In general all team leaders shared similar opinions about issues of team 
structure including case allocation, unm et needs, role of teams and role of 
professionals. However there were interesting differences. One leader felt th a t 
referrals were allocated on an  ad hoc basis. This has been observed directly 
by authors of other research (Patmore and Weaver 1992, Peck 1994) and 
raises a num ber questions. Does the management style of an  individual team 
leader have an impact on case allocation? Does the sheer quantity of work 
and resource limitations impair the process of matching a  client to an  
appropriate professional? More specifically is this particular team leader 
offering an honest appraisal of h is/her observations tha t is not offered by 
other team leaders?
Two team leaders felt there was no clear criterion of acceptance to the teams. 
Although the num bers of individuals questioned is small and generalisations 
not possible paradoxically this gives more weight to concern about the 
responses. It is a  damning indictment on CMHTs if such a  small num ber of 
individuals do not agree on some of the basics such as ‘who are the 
population the team serves’. How is it th a t even two individuals a t the level of 
team leader can still be unclear about the population criteria for acceptance? 
This is surely an  unacceptable response. Does it reflect a  higher level 
management vacuum as has been suggested by authors such as Sayce et al
(1991) and Onyett et al (1994) or is it more that the quality and qualification 
of whom can be a  team leader is inadequately defined and understood.
The importance of a clearly designated leader with clear understanding of 
their operational and managerial responsibility is regarded as fundamental
to ensuring satisfactory service delivery from the CMHTs (Patmore and 
Weaver 1994, Onyett 1996). As it stands the relationship between health and 
social services often feels unclear and lines of responsibility are a t best 
loosely defined. Huxley and Oliver (1993) found th a t health and social service 
managers, not convinced of the benefits of working together via a  team, 
tended to hang on to independent service patterns. This is an  inauspicious 
beginning for any team leader attempting to integrate disparate groups of 
individuals.
The ro le/s of a  CMHT team leader are not defined nor researched bu t clearly 
include their legal responsibility to the clients, their responsibility to 
individual team members and their responsibility to implementing local and 
central policy. Bass (1985) also suggests tha t a  charismatic leader has the 
ability to convince members th a t goals are obtainable and worth pursuing, 
achieving this through the ability to articulate a  meaningful ‘vision’. 
Leadership style therefore is believed to have the potential to have a  
profound impact on the ability of a group of individuals to function and 
integrate effectively together.
Summary:
Information obtained from the general questionnaire provides a  degree of 
understanding about the teams. It establishes tha t there is inconsistency 
and disagreement among team members as well as consistency and 
agreement.
Many of the questions raised by the general questionnaire in this study such 
as management issues, criteria of acceptance, contradictory understanding 
of team function, inconsistent approaches to referral and discharge are all 
re-occurring themes within the literature. This suggests th a t there are still 
ongoing difficulties within the structural organisation of CMHTs and 
presumably the implementation of government documents such as Spectrum 
of Care (1996).
2 . Research questions»
The specific research questions considered were
* Is burnout a  reality in CMHT workers?
*Can variables be identified th a t associate with burnout in CMHT workers?
* Is there value in developing a  questionnaire specifically related to CMHT 
events?
* If so is an  attributional style questionnaire for specific work events of value 
when interpreting burnout?
* Is explanatoiy style relevant to burnout?
* Do external team variables contribute to burnout?’.
2.1 Psychological w ell being.
The answer to the question 'is burnout a  reality in CMHT workers?’ is th a t it 
is. Ju s t  over a  half (60%) of respondents were experiencing high levels of 
emotional exhaustion, ju s t under a  third (29%) depersonalisation and under 
a  quarter (18%) a  lack of personal accomplishment. However over half (60%) 
of respondents were experiencing moderate levels of a  lack of personal 
accomplishment.
Comparison of this data with data from Maslach & Jackson (1986) indicate 
tha t this sample experiences significantly higher levels of emotional 
exhaustion and a  lack of personal accomplishment. Comparisons with a 
study by Fagin, Carson, Leary, Villiers, Bartlett, O’Malley, West, MaCelfatrick 
& Brown (1996) indicate tha t percentage scores are higher than  those 
identified for three samples of hospital based mental health nurses for 
emotional exhaustion (28%, 31%, 32%) and depersonalisation (13%, 17%, 
22%) bu t not for a  lack of personal accomplishment (27%, 26%, 26%).
Wykes et al (1997) reports percentages of 57% for emotional exhaustion, 47% 
for depersonalisation and 11% for a  lack of personal accomplishment. 
Clearly there are fewer individuals in the current sample experiencing 
depersonalisation than  reported by Wykes et al (1997). In comparison with
ward based studies the indication is tha t community work compared with 
ward work is associated with higher levels of personal accomplishment.
A study by Reid et al (1999) found some interesting differences between the 
two groups with respect to perceived pressures. For ward staff these included 
administrative demands, lack of resources, work overload, managing 
competing demands on time and role problems. Community staff pressures 
were related to client involvement including responsibility and relapse, fears 
of violence, working with severely difficult/demanding individuals and the 
lack of progress.
In talking to individuals who work in CMHTs the range of things tha t can 
generate anxiety and pressure for them are quite varied. These include 
issues such as dealing with emergencies, initial meetings with a  client who is 
unknown and managing levels of unpredictable violence. Anxious feelings 
also appear to be generated by issues of responsibility and competence, 
particularly around areas such as whether the decisions made are correct 
and how these will impact on the client. Working within the team itself also 
appears to create an  arena for anxious feelings. These are associated with 
intellectually exposing oneself to the opinions of others and withstanding 
team opinion to hold a  personal opinion.
The study by Reid et al (1999) formally highlights both the potential 
differences in ward and community work as well as sources of potential 
stress. Qualitatively it seems tha t ward work is not necessarily as 
intellectually demanding and hence the opportunity to feel personal 
accomplishment is less available. Menzies (1970) identified in a  study of 
general nurses tha t health systems protect workers against powerful 
feelings, particularly anxiety, generated by patient care. Structures such as 
separating client from nurse through small and widely distributed tasks and 
reducing individual decision making act as this protection. The possible lack 
of intellectual stimulation on a  ward is possibly a  reflection of protective tight 
task  based structures that maintain and prevent individuation and in doing 
so reduce the opportunity for personal accomplishment.
Poor psychological well being in this study is also highlighted by the results 
tha t were obtained from the GHQ 28 and the association of anxiety and 
social dysfunction scales with burnout. The GHQ 28 identified psychiatric 
distress in ju s t  less than half (43%) of all respondents, a  level higher than 
normal for psychiatric distress. These levels correspond with the 41% 
identified for CRN's by Fagin & Bartlett (1995) bu t are higher than the 30% 
identified for CMHT members by Wykes et al (1997) and higher than  31% for 
hospital based mental health nurses (Fagin et al 1996).
Two members of this sample were within the range for chronicity, one a  team 
leader. Although it is not possible to identify the cause of this distress it 
does indicate th a t there are more than  a  few individuals performing complex 
tasks within the team s a t a  far from ideal level of psychological well being.
In light of the association with anxiety and burnout dimensions in this study 
it is worth considering the pressures identified by Reid et al (1999) and 
Menzies' (1970) observations about defensive protection against anxiety. In 
reference to Menzies' findings the CMHT removes many of the potential 
sources of stress reduction associated with w ard/hospital environments. For 
example CMHT staff have high personal contact with their clients. This 
contact is generally needs based not task  orientated and with clients who 
can be unpredictable and violent. CMHT staff also cannot remove themselves 
from identifying with the client as a  person as they are often intimately 
involved in the client’s home and family relationships. Removal of intimacy 
between client and nurse is regarded by Menzies as a  principle protective 
defence against anxieties associated with the relationship.
Menzies also observed ‘depersonalisation’ a  term she uses to describe a  
systems response to individual distinctiveness. Depersonalisation, in this 
usage, is a  method of protecting against a  Tull person to person relationship’ 
pg 12. In a  ward environment uniforms and hierarchical task  performance 
remove individual distinctiveness. CMHT workers remain distinctive and 
individual although there is some indications in the move towards generic 
working tha t removal of individuation is occurring within CMHT workers. Is 
this an  emerging protective defensive?
Individual distinctiveness and management of anxiety is also observed 
through the removal of personal decisions and responsibility. Removal 
protects each individual from the responsibility residing solely with them. 
The CMHT worker however has veiy limited room to remove themselves from 
personal decision making and responsibility. Community workers identified 
responsibility as a  pressure in the Reid et al (1999) study. Depending on the 
decisions being made this is likely to cause a  tremendous am ount of tension 
and anxiety as they face the uncertainty about how these decisions will affect 
their client and how their client might respond/react.
In the context of error and decision making the closer the links with the 
client and individual worker means th a t culpability is more readily 
identifiable. This might also explain why Morrall (1995) identified tha t CPNs 
in four CMHTs found 'considerable freedom to determine the size and make 
up of their caseload’ pg.17 bu t while encouraging open referral systems did 
not want to have medical responsibility for clients on their caseload.
Interestingly Menzies identifies professional detachm ent as a  necessary 
m eans of maintaining professional independence bu t is also used by a  
nursing system to ensure th a t attachm ent does not occur. This, she argues, 
prevents painful feelings from being confronted. That this process of 
detachment occurs in nurse training (and probably to a  degree in all 
professional training relating to people care) is interesting with regards to 
how it relates to the dimension of depersonalisation in burnout. 
Depersonalisation is the response of an  individual th a t implies they have 
become detached from their role as a  carer. As a  consequence they become 
cynical and disrespectful towards their clients. Higher levels of emotional 
exhaustion in all studies suggest this as a  more frequent outcome of the 
stress related to caring for people. Perhaps emotional exhaustion for some 
individuals increases their vulnerability to remain attached bu t 
professionally detached. This vulnerability may act as a  diathesis to the 
development of personal as well as professional detachm ent resulting in 
depersonalisation.
The author is not aware of any care support systems for staff bu t these 
results do raise questions about who cares for the carer. These individuals 
are working with mental health issues, which suggests tha t they are better 
placed to recognise difficulties in themselves as they arise and seek help. 
How is it then tha t chronicity can be detected and so many of them 
experience above normal levels of psychiatric distress? Is it th a t a  culture 
exists within care work, as has been suggested by Menzies (1970), tha t 
protecting also obviates against an  individual seeking assistance before 
psychological distress becomes too entrenched? Seeking help or alerting 
some one else in the organisation may be seen as a weakness, unacceptable 
and a  failure not only by the individual bu t also by other co-workers. The 
issue of a  culture th a t works against an  individual seeking help may be a  
culture th a t develops and m aintains occupational stress and psychiatric 
disturbance.
Summary,
The primary focus of this research project was to assess the psychological 
well being of community mental health workers using burnout as an  
indicator. As a  dependent m easure the MBI was used to assess emotional 
exhaustion, depersonalisation and a  lack of personal accomplishment. The 
MBI identified tha t burnout is a  problem for high num bers of staff working in 
CMHTs. This lends support to the findings of other authors tha t difficulties 
for staff exist in CMHT work. High levels of psychological distress as 
measured by the GHQ 28 were also present.
It may be that ward work offers less opportunity for a  personal sense of 
achievement but the more autonomous nature associated with community 
based work is not without its victims. Both burnout and psychological 
distress indicate tha t for some individuals, CMHT work is not conducive to 
their psychological well being. In fact the type of work an d /o r working within 
a  CMHT may in fact be quite toxic and not sustainable because of the 
difficulties th a t staff experience. These difficulties may be a  direct 
consequence of the types of anxiety provoking situations th a t they encounter
and a failure of the system to address the issues raised appropriately and 
helpfully.
3. The Development o f  a  work re la ted  a ttribu tional s ty le  questionnaire,
Explanatoiy style has been linked with psychopathology and was felt to be 
an  area of interest not explored in relation to burnout or CMHT work 
specifically. Two questions were considered: 1) would a  specific attributional 
style for CMHT events be a  valid instrum ent and 2) does explanatoiy style 
add anything to our understanding of burnout?
Poor response rates and the high rate of missing values (although lower than  
for the ASQ) limit the conclusions tha t can be drawn from the CMHTASQ. 
However analysis suggests th a t the CMHTASQ could be a  valid tool. Firstly 
differences were identified between the ASQ and the CMHTASQ. Secondly 
specific explanatoiy style associated with the CMHTASQ had predictive value 
in the burnout dimensions of emotional exhaustion and depersonalisation.
Post hoc analysis of the differences observed between the two m easures 
indicated a  num ber of things. That respondents tend to explain negative 
work related events as totally due to other people or circum stances' even 
though this was not their general explanatoiy style. Negative work events 
were felt to be more unstable than  negative events in general and all negative 
events were regarded as more unstable than positive events. Positive work 
events were more unstable than  general positive events. Finally general 
negative events were more likely to be attributed to specific causes than  any 
of the positive events.
These difference are an  important finding highlighting both contextual issues 
and event sta tu s in relation to attributional style, CMHT work and 
occupational stress. Bandura (1977) emphasises in his work the importance 
of understanding and identifying situational focused appraisal processes. 
The validity of his emphasis is clearly demonstrated in these findings where 
the appraisal expectation and the context differ.
The differences are open to a  num ber of interpretations. It is possible that 
the actual events chosen for the CMHTASQ reflect negative work events that 
are due to other people or circumstances. High case loads and working with 
disturbed individuals are to some degree beyond individual control but 
clearly are seen as sources of pressure (Reid et al 1999), as are not being re­
graded and not reaching targets. Therefore the nature of the events chosen 
to make up the questionnaire may need to be considered. However the work 
itself in term s of its unpredictability and client needs may also contribute to 
an  attribution tha t negative events are due to other people by the nature of 
the fact th a t negative events do come from outside of oneself.
Anxiety affects individual vigilance particularly to external situational threat 
factors. As anxiety increases so does the vigilance, developing into a 
hypervigilant feedback loop. The association of anxiety and attributions in 
burnout suggests the possibility tha t in the CMHT environment individuals 
may become particularly vigilant to external work related factors and the 
experience th a t these are always going to be present. These factors need to 
be attended to vis a  vis violence, unpredictability, illness changes and 
personal safety. However outside of work these factors are not relevant 
reflecting a  different explanatory style. This idea highlights again the 
potential importance of contextual issues in appraisal processes.
Team membership may also affect the likelihood of regarding the cause as 
due to someone else. In response to the event 'something happens tha t 
leaves you feeling undermined a t work' one respondent wrote ‘not joint 
working'. Working in a  CMHT appears to have a  dilemma associated with it 
in terms of responsibility. On the one hand there is the autonomy of working 
a  personal caseload and the professional challenge/  responsibility while on 
the other the caseload exists in relation to team membership. For some 
individuals the latter may be more protective offering potential abdication of 
responsibility.
It is also possible that working in a  group lessens personal responsibility a t 
both intellectual and emotional levels. Indications from teamwork studies 
suggest that individuals become compromised by team /group involvement.
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Individuals exert less physical effort when pulling weights in a  team than  on 
their own (Ringleman 1913), problem solving is slower in groups (Shaw 1932) 
and hierarchical individual representation prevents solution accuracy (Maier 
& Solem 1952).
At an  emotional level the anxiety associated with 'ownership’ of 
unpredictable and seriously ill clients may prove too onerous a  responsibility 
for some individuals. An attem pt a t alleviating the psychological discomfort 
may be to regard the cause of the negative event as due to external factors 
and thereby reduce personal responsibility and emotional discomfort. 
Attributing negative events to external forces may therefore provide a 
protective element, reducing and relinquishing feelings of responsibility and 
or disempowerment.
Working with individual clients in a  more intimate m anner may also increase 
the likelihood of regarding the client as responsible for negative events 
associated with work. As Reid et al (1999) identified pressures staff 
experience relate both to demanding patients and a  lack of progress with 
them. Training as a  therapist enables a  worker to consider the implications 
of their role and transference issues in a  given situation. However it is 
unlikely th a t many CMHT workers have this training and therefore may not 
consider these factors. Limited supervision and reference to other team 
members may decrease objectivity and reflective processes as well as reduce 
the opportunity for support and guidance. Interestingly supervision and 
talking to colleagues were two things identified by CMHT workers as ways of 
coping (Reid et al 1999).
The difference observed with respect to positive events indicates the 
importance of considering these in attributional assessment. In particular 
the fact that individuals regard positive work events as less stable than  
general positive events seems to suggest th a t work is associated with fewer 
opportunities for reinforcement and potentially lower expectations of positive 
things happening. However the finding tha t all positive events are associated 
with more general attributions than  all negative events seems to indicate 
tha t positive events occur from variable sources.
Summary,
The CMHTASQ was developed to assess attributions associated with CMHT 
related events. Its limitations as an  instrum ent are inherent in its lack of 
development. However its contribution in the analysis indicates the value in 
pursuing the CMHTASQ further and the potential for explanatory style to 
inform an  understanding of burnout.
The CMHTASQ also identified differences between general explanatory style 
and explanatory style for work related events. This contextual difference is 
potentially quite important with respect to developing an  understanding of 
individual differences and how they related to environmental factors in the 
development of burnout. Clearly it is not enough to ju s t  know about either 
the individual or the context as both exist in relation to the other.
4. Burnout and i ts  relationship w ith  other variables,
4.1 Em otional Exhaustion.
Over half of the CMHT workers in this study were experiencing emotional 
exhaustion. Emotional exhaustion is characterised by a  loss of emotional 
and psychological energy, thought to be the consequence of high levels of 
emotional arousal and involvement (Jackson et al 1986). Emotional 
exhaustion in this group of respondents was predicted by high levels of 
anxiety and a  tendency to explain negative work events as always going to be 
present.
This study was originally conceived from the authors' concerns th a t mental 
health workers seemed to be so negative, almost paranoid, about w hat they 
perceived as happening in the organisation and their ability to make any 
difference. The association with high levels of emotional exhaustion and 
believing that negative work events are always going to be present could 
account for this presentation and seems wholly appropriate.
Causal explanation is not possible and the view is th a t explanatoiy style 
does not cause problems bu t is a  risk factor for them (Peterson & Seligman 
1984). However believing th a t negative work events will always be present 
suggests something quite pessimistic and potentially psychologically 
damaging. In the learned helplessness tradition, it suggests individuals 
experiencing emotional exhaustion have a  learnt expectation of the 
uncontrollability of future negative work events. The lack of a  similar general 
explanatory style indicates this attribution may be specific to negative work 
events. Perhaps even specifically to mental health work with severely and 
enduring mentally ill where the opportunity for change, and experience of 
negative experiences is inevitable.
The dimension ‘stability’ is regarded as reflecting chronicity and is one of the 
dimensions associated with depression. It is also regarded as the dimension 
tha t best determines expectation outcomes. It is possible to speculate th a t 
the expectation tha t negative work events will always be present, in an  
individual who is experiencing emotional exhaustion, could develop into a  
circular feedback loop. The stress of working and the expectation th a t 
nothing will be different with regards to negative events become inter linked 
and feed into each other.
Freudenberger (1974) identifies two of the behavioural symptoms of burnout 
as the person’s ‘negativity’ and cynical attitude with an  increasing rigidity. It 
is difficult to imagine how an  individual holding an  expectation tha t negative 
events are always going to occur will not become cynical and negative and a t 
the same time become anxious about how they will cope. Clearly if the 
individual is experiencing increasing exhaustion their resources available to 
manage unpredictable negative events will be lower and therefore increase 
their vulnerability. In tu rn  this vulnerability will increase their anxiety about 
how to meet the demands. As these factors become more interlinked then it 
is probable tha t the individual will become less able to deal with uncertainty 
resulting in greater rigidity as they attem pt to control tha t which is 
uncontrollable. While the expectation of stable negative events is potentially 
realistic the fact remains tha t each individual has a point a t which their
personal resources can be stretched and their emotional and physical 
vulnerability increased (Lazurus 1966).
The association of anxiety with emotional exhaustion serves to reinforce the 
identification of burnout as a  consequence of chronic stress. Anxiety and 
increased arousal levels are a  key feature of stress driving as it does 
physiological systems to fight and flight. A concomitant of stress is 
exhaustion and insomnia. The finding in this study indicates that the role of 
anxiety in emotional exhaustion is likely to be exerting similar influences on 
an  individual and their ability to cope and direct their resources. It would be 
interesting to identify whether the physiological param eters are similar to 
those identified in the stress literature when burnout is identified. Also 
whether the protective factors identified such as predictability, control of 
duration, cognitive evaluation, social support and feelings of competency 
(Averhill 1973, Thompson 1981, Folkman 1984) are operational within the 
real environment of a  CMHT.
In respect of cognitive evaluation and feelings of competency this study 
suggests tha t these both are associated with occupational stress and 
therefore there may be proactive methods of reducing the levels of burnout 
observed in CMHT staff by focusing on these two areas.
4.2 Depersonalisation.
Depersonalisation is characterised by emotional detachment, cynicism, and 
a  lack of respect for the client and their needs. Depersonalisation was 
predicted by increasing levels of anxiety and insomnia and a  general 
explanatory style that negative events are due to self. Depersonalisation was 
reduced by the tendency to belief that positive work events do not influence 
life in general and by the tendency not to ascribe causation of positive events 
to other people or circumstances.
The identified association between depersonalisation and anxiety is 
interesting. As in emotional exhaustion the presence of anxiety suggests high 
levels of arousal and internal uncertainty commonly associated with a  stress
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response. Although depersonalisation has been regarded as a  process of 
emotional detachm ent it may also reflect a  process of ‘managing’ intense 
internalised emotions. Detachment from the external work events may be 
one part in a  process of attempting to control emotional levels th a t might 
otherwise be too personally damaging. The presence of anxiety suggests that 
individuals experiencing depersonalisation are not emotionally detached 
from the impact of events bu t rather th a t they are potentially experiencing 
the uncontrollability of events and the related stress th a t th is causes. 
Depersonalisation is often considered to be a  coping style tha t enables an  
individual to manage their anxiety. However the attribution tha t all negative 
events are due to self indicates th a t one possible consequence of high levels 
of anxiety is th a t the individual’s self esteem suffers.
Depersonalisation was also associated with an attribution th a t negative 
events are due to self. This internal dimension of explanatory style is 
regarded as relating to self-esteem and personal helplessness (Abramson et 
al (1978). Helplessness is associated with an  apparent lack of emotional and 
behavioural responses from a  cognitive evaluation th a t ‘nothing I do will 
make a  difference’. In a sense personal helplessness is a  detachm ent from 
believing th a t one can make a  difference leading to a  reduction in 
behavioural repertoires th a t will create an  arena of change. In other words 
the person gives up on himself or herself. Maybe in giving up on oneself in a 
caring environment one also gives up on other people as well. In giving up on 
these people they become a  nuisance and unworthy of attention.
A potential pattern is th a t high client involvement depletes emotional and 
physical resources. This, associated with the attribution th a t negative work 
events are always going to be present, potentially sets the stage for 
experiencing a  loss of self esteem and detachment from those things tha t 
create the unpredictability and anxiety i.e. clients and loss of control.
This suggests th a t the dimensions of burnout are not mutually exclusive, 
and certainly relate both to the individual and the environment. Although 
the dimensions associate with different variables they are not regarded as 
mutually exclusive (Maslach & Jackson 1981). Particularly interesting is tha t
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individuals with depersonalisation tend to regard themselves as responsible 
for general negative events while emotional exhaustion was associated with a  
belief tha t negative events will always be present. If, for argument's sake, 
emotional exhaustion is a  precursor for the development of depersonalisation 
do attributions begin to shift towards a  style th a t is associated in individuals 
with depression? The identified explanatoiy style for depression is tha t 
negative events are due to me, they will always be present and they affect life 
in general. Both emotional exhaustion and depersonalisation begin to set an  
arena whereby the individual has lost their self confidence and ability to gain 
reinforcement from the environment. They then attribute negative events as 
being global. Culminating perhaps in a  lack of personal accomplishment.
Clearly there is a  need to understand the causal relationship between the 
burnout dimensions and explanatoiy style. If general explanatoiy style is 
tra it  like' then one might expect to find th a t explanatoiy style does not 
change with the development of burnout. If however burnout influences 
explanatoiy style then one might hypothesise th a t explanatoiy style will shift 
as burnout dimensions impact upon the individual.
Not experiencing depersonalisation was associated with both specific work 
attributions tha t positive work events do not influence other areas of life and 
a  general explanatoiy style tha t positive events are due to self. Therefore it 
appears tha t selectively attributing positive work events to work is associated 
with engagement in work. This is likely to enhance the opportunity for work 
to be a reinforcing experience potentially increasing personal investment and 
self-efficacy. Meier (1983) regards the opportunity for reinforcement or lack 
of reinforcement directly from work to be an  essential element in the 
experience of burnout. Attributing positive work events to 'influencing ju s t  
this situation’ is meaningful as experiencing positive work events as a  
discrete event increases the likelihood of the worker experiencing 
reinforcement for work they have been involved potentially decreasing and or 
protecting against depersonalisation. As an  outcome expectation it also has 
the potential to provide the individual with the opportunity to be open to the 
possibility of beneficial change for their clients.
The identification th a t a  lack of depersonalisation is also associated with a 
general attributional style for regarding positive events as due to self implies 
tha t the individual is able to perceive their own value. This is likely to enable 
greater opportunity to feel efficacious and in control. Positive factors or 
'uplifts’ (Kanner, Coyne, Schaefer & Lazurus 1981) have been identified as 
important for positive emotional experiences with the potential to act as 
emotional buffers. It is possible th a t being open to these emotional buffers as 
a consequence of the attributions provides protection against a  loss of self 
esteem and personal helplessness.
4.3 A lack  o f  person al accom plishm ent,
A  lack of personal accomplishment is felt to be characterised by negative 
self-evaluation and a  loss of role value within the work environment. 
Particularly, the individual is thought to experience a  belief tha t nothing they 
do will make a difference.
A lack of personal accomplishment was associated with an  increase in social 
dysfunction, a  general explanatoiy style tha t negative events affect life in 
general and tha t positive events are due to external circumstances.
The association between a  lack of personal accomplishment and an  increase 
in social dysfunction seems wholly appropriate when one considers the items 
tha t make up the social dysfunction scale on the GHQ 28. They relate alm ost 
entirely to task  performance. Such as how well a  person perceives they are 
performing, their satisfaction with their performance and their capacity to 
make decisions and motivate themselves. Clearly experiencing oneself as 
unable to perform tasks and perform them well is going to reflect in an  
individual who experiences problems with job identity and poor self 
evaluation of work tasks.
Generally explaining positive events as related to other people or 
circumstances is likely to impair the way in which an  individual can evaluate 
their role a t work. Specifically it is likely to decrease a  general ability to 
recognise the particular responsibility tha t one has in enabling positive
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things to happen. This may not only affect one’s ability to experience work as 
an  area of accomplishment bu t also may affect an  individual’s self worth and 
self efficacy by interfering with a general sense of accomplishment.
In the revision of the learned helplessness model the authors (Abramson et 
al 1978) identify two forms of helplessness th a t occur as a  consequence of 
negative event outcome expectancies. Personal helplessness (that I can’t  do 
bu t somebody else could) and universal helplessness (no one can do). There 
is a sense tha t personal helplessness could develop also from an  individuals 
attribution about positive events if, as seems to be the case in this study, 
they attribute positive events as due to other people or circumstances. There 
is a  feeling of passivity in this type of response in the sense th a t the 
individual does not perceive their own ability to be a  director of positive 
outcomes. Arguably in order to retain and maintain a  sense of 
accomplishment one needs to have belief in personal responsibility for 
positive events.
Attributing negative events as affecting life in general is a  pessimistic and 
unselective attribution associated with depression. Perhaps even leaving an  
individual vulnerable to over inclusive an d /o r catastrophic patterns of 
thinking (Beck 1976). The pervasive power of the attribution potentially 
‘creates’ outcome expectancies th a t one can not escape because negative 
events are everywhere. In a  framework of individual analysis and interpreting 
work events vulnerability may develop because one attributes w hat is 
happening to the global effects of negative events resulting in questioning 
one’s ability and role in a  job.
A lack of personal accomplishment is felt to be the least well understood of 
the three burnout dimensions (Jackson et al 1986). Excluding the social 
dysfunction scale the explanatory styles found to be associated with a  lack of 
personal accomplishment suggest that the experience of personal 
accomplishment is complex. However taken in context with the other two 
dimensions and the associated variables it is fascinating to see the presence 
of the explanatory style associated with depression spread across the three 
dimensions. Clearly it is important to understand in greater detail how the
dimensions do link and develop. In the individual who experiences each 
dimension it is, given the attributions associated with each dimension, 
possible that depression will be a  key feature.
Summary.
The three dimensions of burnout, emotional exhaustion, depersonalisation 
and personal accomplishment were found to indicate levels of burnout in 
CMHT workers. These dimensions were then used as dependent variables to 
examine their association with other independent variables used in the 
study. By performing regression analysis only those variables contributing to 
the variance of each dimension were identified. The variables th a t 
contributed to each dimension came from three sources The GHQ 28, the 
ASQ and the CMHASQ. Other subscales such as those in the TCI were not 
found to contribute. Both psychiatric distress and explanatory style were 
therefore found to be the best predictors of burnout implicating both 
emotional and cognitive elements in burnout.
5. CONCLUSION.
This research project aimed to further an understanding of the psychological 
well being of individuals working in CMHTs. Burnout and psychological 
distress were identified in a  num ber of the respondents, suggesting poor 
psychological well being for some individuals. An attem pt was not made, nor 
is it possible, to identify whether this is to do with specific variables 
associated with CMHTs. Information collected suggests tha t there is 
confusion and inconsistency within the teams and th a t a  source of this is 
around fundamental structural issues such as acceptance criteria and 
referral allocation.
Perhaps it is this confusion and inconsistency th a t precipitates the toxic 
effects tha t result in a  group of individuals functioning a t levels th a t could 
pu t both themselves and others a  risk.
The work th a t is undertaken within a  CMHT is varied and complex. 
Attributions will be a  consistent feature of this work and it is perhaps not 
surprising th a t explanatory style variables were found to be associated with 
all three dimensions of burnout.
The major focus of explanatory style research has been on negative events 
and the relationship th is has to the revised learned helplessness model. 
Explanatory style for positive events are less well researched and 
understood, although it has been suggested th a t they might act as a  buffer 
against feelings of grief and disappointment (Taylor & Brown 1988) and 
influence how trium phs are perceived (Weiner 1986).
Peterson et al (1996) hypothesise tha t positive events could directly affect a  
response to bad events. The association of positive events in the regression 
analysis with the burnout dimensions tends to support this hypothesis. 
Attributing positive events as due to other people was associated with a  lack 
of personal accomplishment. It may be th a t some explanatory styles for 
positive events are actually not particularly helpful to the person and more 
specifically are unhelpful when their role is caring for other people. This 
indicates that the inclusion of positive events in explanatory style 
investigations is important.
Current research with CMHT workers and burnout focus largely on external 
organisational variables such as role clarity, case composition, and 
experience. An example is the study by Onyett et al (1997) th a t found job 
satisfaction and burnout did not associate with items such as caseload size 
and composition or how often a  client was seen. The identification of an  
association between burnout, explanatory style and psychiatric distress 
scales and the lack of association with variables from the TCI, seems to 
suggest that perhaps burnout may be something more to do with how 
individuals explain work related events than  the events or organisational 
structures per se. Meier (1983) suggests tha t burnout is not solely to do with 
the organisation failing the individual bu t is an  interaction of individual and 
organisational issues.
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Peterson et al (1996) assert th a t explanatory style ‘taps something very 
important in people’ pg 11. Characteristic explanatory styles have been 
identified consistently for psychopathological disorder such as depression 
and paranoia. Explanatory style may also be an im portant dimension in 
burnout and an  individual’s psychological wellbeing a t work. Possibly 
‘tapping’ something important about the psychopathology of how individual 
workers interpret organisational and work related events and the 
vulnerability th a t this creates with respect to burnout.
This write up began with a  quote from Schwartz (1984) th a t ‘a  basic hum an 
quality is to make sense of the world’ pg 2. The inclusion of explanatory style 
questionnaires demonstrates th a t individual interpretation is an  important 
aspect of psychological health difficulties, an  integral premise of explanatory 
style.
6. Future considerations:
6.1 Information gathered by the general questionnaire indicates th a t there 
are difficulties in CMHTs a t the structural and process levels identified by 
Ovretveit (1986). This was particularly apparent a t the team leader level. The 
importance of this role is not underestimated by other authors bu t the role, 
the complexities and difficulties of the task  have not been explored or 
understood. This area w arrants attention particularly as team leaders link 
the CMHT with the wider system and team members with each other.
6.2 It was suggested earlier tha t it might not be possible for individuals to 
come forward and seek help with their difficulties. This could create an 
environment in which burnout and psychiatric distress flourish. Research 
th a t considers the issues of acceptability in seeking care by the carer might 
elucidate some of the developmental factors of burnout through 
understanding factors tha t inhibit help seeking behaviours.
6.3 Explanatory style developed from concepts such as self-efficacy, locus of 
control, self-esteem, attribution theory, belief schem ata and revision of the 
learned helplessness model (Peterson et al 1996). These are also constructs
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th a t have been implicated, in an  ill defined way in the burnout literature 
(Meier 1983 Chemiss 1993). The potential fruitfulness of continuing enquiry 
into burnout dimensions and explanatory style is demonstrated in this 
study.
6.4 Models of burnout are currently limited in th a t there is a  lack of ability 
to consider ‘complex interrelationships' pg333 (Schulz et al 1995). However 
moving away from considering ju s t occupational/ organisational variables in 
burnout investigations might improve understanding. The presence of 
explanatory style and the GHQ 28 dimensions implicates personal individual 
differences in burnout.
6.5 The association of anxiety with emotional exhaustion and 
depersonalisation indicates the importance of research on burnout retaining 
links with stress models as currently the way tha t burnout is approached in 
research makes it feel a s if it is distinct from stress. This makes it difficult to 
understand the development of the dimensions and the processes of change 
within the individual.
6.6 The CMHTASQ while limited in its statistical powers has a t the very least 
indicated that explanatory style for work related events is an  area of research 
value. One possible limitation of the questionnaire is the events used. The 
num ber of events requiring attributions in CMHT work is varied. These 
events are likely to sub divide into divisions such as events th a t relate to 
organisational issues, events to do with the interpersonal team and client 
centred events.
Understanding the complexity and type of events tha t challenge CMHT work 
is clearly important if burnout and psychological distress is to be 
understood. A method called Content Analysis of Verbatim Explanations 
(CAVE) has been used to expand an understanding of explanatory style. This 
type of analysis involves taking spontaneous spoken or written material and 
rating it on the three dimensions of locus, stability and globality (Peterson, 
Schulman, Castello 8s Selgiman 1992). As a  technique it could be useful not
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only for increasing an  understanding of explanatory style but also in 
understanding the types and range of events of CMHT work.
7<t
REFERENCE LIST.
Abramson, L. Seligman, M & Teasdale, J . (1978). Learned helplessness in 
hum ans: Critique and reformulation. Journal o f  Abnormal Psychology, 87, 
49-74.
Anciano, D & Kirkpatrick A. (1990). CMHTs and clinical psychology: The 
death of a  profession? Clinical Psychology Forum, 26, 9-12.
Anderson, N & West, M. (1994). The Team Climate Inventory. Berks, Windsor 
ASE.
A verb ill J  (1973) Personal control over aversive stimuli and its relationship to 
stress. Psychological Bulletin, 4, 286-303.
Baker, F. Jodrey, D. Intagliata, J  & Strauss, H. (1993). Community support 
services and functioning of the seriously mentally ill. Community Mental 
Health Journal, 29, 321-331.
Bandura, A. (1977). Self-efficacy. Towards a  unifying theory of behavioural 
change. Psychological Review, 84, 191-215.
Banks, M. (1983). Validation of the General Health Questionnaire in a  young 
community sample. Psychol Medicine, 13, 349-353.
Bass, B. (1985). Leadership and performance beyond expectations. New York 
Press
Beck A. (1976). Cognitive therapy and emotional disorders. New York, 
International Universities Press.
Beck. A. (1990) The Beck Anxiety Inventory. Harcourt Brace, Jovanavich, New 
York.
Berger, M. (1991). Threats to the profession. Clinical Psychology Forum, 28, 
26-29.
Berger, M. Brunning, H. Carr, J. Lenham, C. Sage, N & Whitehead, T. (1993). 
New roles in a  changing NHS: Meeting the professional development of 
clinical psychologists. Clinical Psychology Forum, 57, 29-31.
Boardman, A. Bouras, N & Watson, J . (1986). Evaluation of a  community 
mental health centre. Acta Psychaitric Belg, 86, 402-406.
Brewin, C. (1988). Depression and causal attributions. W hat is the relation? 
Psychological Bulletin, 98, 297-309.
British Psychological Society. Code of Conduct, Ethical Principles & 
Guidelines. January  2000.
7 0 .
Brown, D 8s Leaiy, D. (1996). Findings from Claybury study for community 
psychiatric nurses. In: Carson, J . Fagin, L. Ritter, S. In (Ed) Stress and 
coping in mental health nursing. Chapman and Hall, London.
Bum s, T. (1990). Community ward rounds. Health trends 22, 62-63.
Bum s, T. Raferty, J . Beadsmore, A. McGuigan, S 8s Dickson, M. (1993). A 
controlled trial of home based acute psychiatric services. Treatment patterns 
and costs. British Journal o f Psychiatry, 163, 55-61.
Candido, C 8s Romney, D. (1990). Attributional style in paranoid vs. 
depressed patients. British Journal o f Medical Psychology, 63, 355-363.
Carson, J . Bartlett, H 8s Croucher, P. (1991). Stress in community psychiatric 
nursing: A preliminary investigation. Community Psychiatric Nursing Journal, 
4, 8-12.
Chemiss, C. (1993). Role of professional self-efficacy in the aetiology and 
amelioration of burnout’ In Schaufeli, W. Maslach, C 8s Marek, T. (ed) 
Professional Burnout: Recent Developments in Theory and Research. Bristol, 
PA: Taylor 8s Francis.
Clydesdale, J. (1990) Psychologists and teams: Has death already occurred? 
Clinical Psychology Forum, 30, 6-7.
Cooney, M. (1994). Refocusing long term care. Nursing Times 90, 38-39.
Cordes, C. Dougherty, W. (1993). A review and integration of research on job 
burnout. Academy o f Management Review, 18, 621-656.
Coyne, J  8s Gotlib, I. (1983). The role of cognition in depression: A critical 
appraisal. Psychological Bulletin, 94, 472-505.
Cronbach, L. (1951). Coefficient alpha and the internal structure of tests. 
Psychometrika, 16, 297-334.
Department of Health. (1990). The care programme approach for people with 
a  mental illness referred to as the specialist psychiatric services. London: 
Department o f Health (HC(90)23/LASSL(90)11.)
Department of Health, social Services Inspectorate. (1991).Care Management 
and assessment. Summary of practice guidance. London. HMSO.
Department of Health and Social Services (1985). Government response to 
the second report from the Social Services Committee 5 session, Annex 1
Donabedian, A. (1988). The quality of care. JAMA, 260, 1743-1748.
Einsiedel, L 8& Tully, J . (1981). Methodological considerations in studying 
burnout phenomenon. In Jones, J. (ed)The Burnout Syndrome: Current 
Research, Theory, and Interventions. Park Ridge III. London House.
Fagin, L. Carson, J . Leaiy, J . Vüliers, N. Bartlett, H. O’Malley, P. West, M. 
Mcelfatrick S & Brown, D. (1996). Stress, coping and burnout in mental 
health nurses; Findings from three research studies. International Journal o f  
Social Psychiatry. 42, 101-111.
Fawzy, D. Wellisch, R & Leibowitz, B. (1983). Preventing nursing burnout: A 
challenge for liaison psychiatry. General Hospital Psychiatry, 5, 141-149.
Fear, C. Sharpe, H & Healy, D. (1996). Cognitive processes in delusional 
disorders. British Journal o f Psychiatry, 168, 61-67.
Fielding, J  & Weaver, S. (1994). A comparison of hospital based mental 
health nurses perceptions of their working environment and psychological 
health. Journal Advance Nursing, 19, 1196-1204.
Finch, E & Krantz, S. (1991). Low burnout in high stress settings: A study of 
staff adaptation a t Fountain house. Psychosocial Rehabilitation Journal, 14, 
15-26.
Firth, H 8s Britton, P. (1989). Burnout, absence and turnover amongst 
British nursing staff. Journal o f Occupational Psychology, 62, 55-59.
Folkman, S (1984) Personal control and stress and coping processes: A 
theoretical analysis. Journal o f Personality and Social Psychology, 4, 839- 
852.
Freudenberger, H. (1974). Staff burnout. Journal o f Social Issues, 30, 159- 
165.
Galvin, S & McCarthy, S. (1994). Multidisciplinary community team s : 
Clinging to the wreckage. Journal o f Mental Health, 3, 167-174.
Goldberg D. (1978). Manual o f thé General Health Questionnaire. Windsor. 
England: NFER Publishing.
Goldberg, D & Williams, P. (1988). A users guide to the General health 
Questionnaire. NFER-Nelson.
Goldberg, D & Hillier, V. (1979). A scaled version of the General Health 
Questionnaire. Psychological Medicine, 9, 139-145.
Goldie, N. Pilgrim, D & Rogers, A. (1989). Community Mental Health Centres: 
Policy and Practice. London. GPMH.
Golin, S. Sweeney, P. & Shaeffer, D. (1981). The causality of causal 
attributions in depression: A cross lagged panel correlational analysis. 
Journal o f Abnormal Psychology, 90, 14-22.
Fumell, J . Flett, S & Clark, D. (1987). Multidisciplinary clinical teams. Some 
issues in establishment and function. Hospital and health service review, 15- 
20 .
7A
Hackman, J  & Oldham, G. (1974). Development of the job Diagnostic 
Survey. Journal o f  Applied Psychology, 60, 159-170.
Heider, F. (1958). The psychology o f interpersonal relationships. New York, 
Wiley.
Huxley, P. (1993). Location and stigma: A survey of community attitudes to 
mental illness- Part 1. Enlightenment and stigma. Journal o f Mental Health, 
2, 73-80
Huxley, P. (1960). Community mental health teams in Northwest England: 
results of a  regional survey. Warrington. North w est Office o f NHS Executive.
Huxley, P & Oliver, J . (1993) Mental health policy in practice: Lessons from 
the all Wales strategy mental illness. The International Journal o f Psychiatry, 
39, 177-189.
Jackson, G. Gâter, R. Goldberg, D. Tantâm, D. Loftus, L & Taylor, H. (1993). 
British Journal o f Psychiatry, 162, 375-384.
Jackson, S & Maslach, C (1982). After effects of job related stress: Families 
as victims. Journal o f Occupational Behaviour.
Jackson, S . Schwab, R & Schuler, R. (1986). Towards an  understanding of 
burnout Phenomenon. Journal o f Applied Psychology, 4, 630-640.
Jones, E & Davis, K. (1965). From acts to dispositions: The attribution 
process in person perception. Advances in Experimental Social Psychology, 2, 
219-266.
Jones, J . (1981). Diagnosing and treating staff burnout among health 
professionals. In Jones, J . (ed)TTie burnout syndrome: current research, theory 
and interventions. London House Press.
Kaney, S & Bentall, R. (1989). Persecutoiy delusions and attributional style. 
British journal o f Medical Psychology, 62,191-198.
Kanner, A. Coyne, J . Schaefer, C. Lazarus, R. (1981) Comparison of two 
modes of stress management: Daily hassles and uplifts verse major life 
events. Journal Behavioural medicine, 4, 1-39.
Kelley, H. (1973). The process of causal attributions. American Psychologist, 
28, 107-128.
Kwakwa, J. (1995). Alternatives to hospital based mental health care. 
Nursing Times, 23, 38-39.
Lamb, H (1982). Young adult chronic patients: the new drifters. Hospital 
Community Psychiatry, 33, 465-468.
Lazarus, R (1966) Psychological stress and the coping process. New York: 
McGrow Hill.
7 7
Lazarus, R & Folkman, S. (1989). Manual for the hassles and uplifts scales. 
Consulting Clinical Psychologists Press, Palo Alto.
Leiter, M & Harvey, P. (1996). Burnout among mental health workers: a  
review and research agenda. Int Rev Soc Psychiatry, 42, 90-101.
Lyon, H. Kaney, S 8s Bentall, R. (1994). The defensive function of 
persecutoiy delusions: Evidence from attribution tasks. British Journal o f  
Psychiatry, 164, 637-646.
Maier, N & Solem, A. (1952). The contribution of a  discussion leader to the 
quality of group thinking: the effective use of minority opinions. Human 
Relations, 5, 277-288.
Harriot, S. Hassiotis, A. Ray, J  & Tyrer, P. (1996). From inter-agency to 
multidisciplinary work in a  sector generic mental health team. Psychiatric 
Bulletin, 20, 345-347.
Marks, I. Connolly, J . Muijen, M. Audini, B. McNamee, G & Lawerence, R. 
(1994). Home based versus hospital based care for people with serious 
mental illnesses. British Journal o f Psychiatry, 165, 179-194.
Maslach, C (1976). Burned out. Human Behaviour, 5, 16-22.
Maslach, C. (1982). Burning out: The emotional cost o f caring. Englewood, N.J. 
Prentice- Hall.
Maslach, C & Jackson, S. (1979). Bum ed-out cops and their families. 
Psychology Today, 12, 59-62.
Maslach, C & Jackson S (1981, 1986). Maslach Burnout Inventory. Palo Alto, 
CA: Consulting Psychological Press.
Maslach, C & Jackson, S (1984). Patterns of burnout among a  national 
sample of public contact workers. Journal o f Health and Human Resources 
Administration, 7, 189-212.
Maslach, C & Pines, A. (1977). The burnout syndrome in the day care 
setting. Child Care Quartley, 6, 100-113.
Meier, K. (1983). Towards a  theory of burnout. Human Relations, 36, 899- 
910.
Melzerd, D. Hale, A. Malik, S. Hogman, G & Wood, S. (1991). Community 
care for patients with schizophrenia one year after hospital discharge. British 
Medical Journal, 303, 1023-1026.
Menzies, I (1970) The functioning of social systems as a  defence against 
anxiety. Tavistock Pamphlet 3, Headley Brothers Ltd.
Mental Health Foundation (1994). Creating community care: Report of the 
MHF inquiiy into community care for people with severe mental illness. The 
Mental Health Foundation, London.
Merson, S. Tyrer, P. Onyett, S. Lack, S. Birkett, P. Lynch, S & Johnson, T.
(1992). Early intervention in psychiatric emergencies: a  controlled clinical 
trial. Lancet, 339, 1311- 1314.
Merson, S. Tyrer, P. Carlen, D & Johnson, T. (1996). The cost of treatm ent of 
psychiatric emergencies: a  comparison of hospital and community services. 
Psychological Medicine, 26, 727-734.
McGee, R. (1989). Burnout and professional decision making : An analogue 
study. Journal o f counselling Psychology, 36, 345-351.
Mistral, W 8s Velleman, R. (1997). CMHTs: The professionals choice? Journal 
o f Mental Health, 6, 125-140.
Modlin H & Paris, M. (1956). Group adaptation and integration in psychiatric 
team practice. Psychiatry, 19, 97-103.
Morrall, P. (1995). Clinical autonomy and the community psychiatric nurse. 
Mental Health Nursing, 15, 16-19.
Moss, R. (1994). Community Mental Health Teams: A developing culture. 
Journal o f Mental Health, 3, 167-174.
Muijen, M. Marks, I. Connolly, J  & Audini, B. (1992). Home based care and 
standard hospital care for patients with severe mental illness: a  randomised 
control trial. British Medical Journal, 304, 749-754.
Murray, V. Walker, H. Mitchell & C. Pelosi, A. (1996). Needs for care from a 
demand led community psychiatric service: A study of patients with major 
mental illness. British Medical Journal, 312, 1582-1586.
Newnes, C. (1994). Defining Mental Health. Nursing Times. 90, 40-46.
OThordan, T. Hayes, J  & O’Neill, D. (1990). The effect of mild to moderate 
dementia on the Geriatric Depression Scale and the General Health 
Questionnaire. Age and Ageing, 19, 57-61.
Onyett, S. (1994). Responsibility and accountability in community mental 
health teams. Psychiatric Bulletin, 19, 281-285.
Onyett, S. Heppleston, T & Bushnell, D. (1994). The organisation o f operation 
o f community mental health in England. Sainsbury Centre for Mental Health.
Onyett, S. Pillenger, T & Muijen, M. (1997). Job satisfaction and burnout 
among members of community mental health teams. Journal o f Mental 
Health, 6, 55-66.
7Q
Ovretviet, J . (1986). Organisation of multidisciplinary community teams. 
Uxbridge, Brunei University, BIOSS.
Ovretviet, J . (1993). Co-ordinating community care: Multidisciplinary teams 
and care management OUP.
Patmore, C 8s Weaver, T. (1992). Improving community services for serious 
mental disorders. Journal o f Mental Health, 1, 107-115.
Peck, E. (1994). Community Mental Health centres. Journal o f Mental Health, 
3, 149-150.
Persons, J  8s Rao, P. (1985). Longitudinal study of cognition's, life events, 
and depression in psychiatric patients. Journal o f Abnormal Psychology, 94, 
51-63
Peterson, C. Semmel, A. Von Beyer, C. Abramson, L. Metalsky, G. 8s 
Seligman, M. (1982). The Attributional Style Questionnaire. Cognitive 
Therapy and Research, 6 287-300.
Peterson, C. Nutter, J  8s Seligman, M. (1982). Unpublished data. Cited 
Peterson, C. Seligman, M Causal explanations as a risk factor for depression. 
Theory and Evidence. Psychological Review, 91, 3, 347-374
Peterson, C 8s Seligman, M. (1984). Causal expectations as a  risk factor for 
depression: Theory and evidence. Psychological Review, 91, 347-374.
Peterson, C. Schulman, P. Castellon, C 8s Seligman, M.(1992). The 
explanatory style scoring manual. In (Ed) smith, P. Handbook o f Thematic 
Analysis, New York, Cambridge University Press.
Peterson, C. Villanova, P. 8s Raps, C. (1985). Depression and attributions: 
Factors responsible for inconsistent results in published literature. Journal 
o f Abnormal Psychology, 94,165-168.
Peterson, C. Buchanan, G 8s Seligman, M. (1995). Explanatory style: history 
and evolution of the filed. In (Ed) Buchanan, G .Seligman, M. Explanatory 
Style, Hillside, NJ, Erlbaum.
Piedmont, R. (1993). A longitudinal analysis of burnout in the health care 
setting: The role of personal dispositions. Journal o f Personality Assessment, 
61, 457-473.
Pilgrim, D 8s Rogers, A. (1993). A sociology of mental health and m ental 
illness. Buckingham, Open University Press.
Pines, A 8s Maslach, C. (1978). Characteristics of staff burnout in mental 
health settings. Hospital and Community Psychiatry, 29, 233-237.
Prosser, D. Johnson, S. Kuipers, E. Szmucker, G. Bebbington, P & 
Thomcroft, G. (1996). Mental health, burnout and job satisfaction among 
hospital and community based mental health staff. British Journal o f 
Psychiatry, 170, 334-338.
Reid, Y. Johnson, S. Morant, N. Kuipers, E. Szmukler, G. Thomicroft, G. 
Bebbington, P. & Prosser, D. (1999) Explanations for stress and satisfaction 
in mental health professionals: a  qualtiative study. Soc Psychiatry Psychiatr 
epidemiol, 34, 301-308.
Reiman, S. (1989). Multidisciplinary team work in a  community setting: A 
discussion paper. Clinical Psychology Forum, 19, 18-21.
Renshaw, J.(1994). Long term health problems and community care. Nursing 
Times, 90, 51: 37-38.
Ringleman, M. (1913) Recherches su r les moteurs animes : Travail de 
l’homme. American Journal o f Psychology, 44, 360-368
Robins, C & Hayes, A (1995). The role of causal attributions in prediction of 
depression. In Buchannan G. Seligman, M. (ed) Explanatory Style, Hillsdale, 
NJ, Lawrence Erlbraum.
Robinson, R & Price, T. (1982) Post stroke depressive disorders: a  follow up 
study of 103 patients. Stroke. 13, 635-641.
Rotter, J . (1954). Social learning and clinical psychology. Englewood cliffs, 
NJ, Prentice-Hall.
Sayce, L. Craig, T & Boardman, A. (1991). The development of Community 
Mental Health Centres in the U.K. Soc Psychiatry Psychiatric Epidemiology, 
26, 14-20.
Schulz, R. Greenley, J  & Brown, R. (1995). Organisation, management and 
client effects on staff burnout. Journal o f Health and Social Behaviour,36, 33- 
345.
Schwartz, B (1984) Psychology o f Learning and Behaviour (2nd ed). Norton & 
Co, New York.
Searle, R. (1991). Community Mental Health Teams: Fact or fiction. Clinical 
Psychology Forum, 31, 15-17.
Seligman, M. (1975). Helplessness: On depression, development and death. 
San Fransico, Freeman.
Seligman, M. Peterson, P. Kaslow, N. Tanenbaum, R. Alloy, L. & Abramson, 
L. (1984). Explanatory style and depressive symptoms among children. 
Journal o f Abnormal Psychology, 93 235-238.
81
Shaw, M.(1932). A comparison of individuals and small groups in the 
rational solution of complex problems. American Journal o f Psychology, 44, 
419-504.
Shepherd, M . Gunnell, D, Maxwell, B & Mumford, D. (1998). Development 
and evaluation of an  inner city mental health team. Soc Psychiatry 
Psychitatri Epidemiol, 33, 129-135.
Sweeney, P. Anderson, K. & Bailey, S. (1988). Attributional style in 
depression: A meta-analytic review. Journal Personality and Social
Psychology, 50, 974-991.
Taylor, S & Brown, J . (1988). Illusion and well being. A social psychological 
perspective on m ental health. Psychological Bulletin, 103, 193-210.
Thompson,S (1981) Will it h u rt less if I can control it? A complex answer to a  
simple question. Psychological Bulletin, 1, 89-101.
Thomcroft, C & Bebbington, P. (1989). Deinstitutionalisation- from hospital 
closure to service development. British Journal o f Psychiatry, 155, 739-753.
Vieweg, B & Hedlund, J . (1983). The General Health Questionnaire (GHQ) A 
comprehensive review. Journal Operational Psychiatry 14, 257-264.
Wall, T. Bolden, R. Borril, C. Carter, A. Golya, D. Hardy, G. Haynes, C. Rick, 
J . Shapiro, D & West, M. (1997). Minor psychiatric disorder in the NHS tru st 
staff: Occupational and gender differences. British Journal o f Psychiatry, 171, 
519-523.
Weller, M. (1989). Mental illness: who cares? Nature, 339, 249-252.
West, M. (1990). The social psychology of innovation in groups'. In West, M 
& Farr, J . (ed) Innovation and creativity at work: Psychological and 
Organisational Strategies, Chichester: Wiley.
West, M & Anderson, N. (1994). Predicting management team innovation: 
Climate individual and structural factors. MRC/BSRC Social & Applied 
Psychology Unit, University o f Sheffield.
Weiner, B. (1986). An attributional theory of motivation and emotion. New 
York, Springer-Verlag.
Wing, J . Cooper, J  & Sartorius, N. (1974). Present state examination. The 
m easurement and classification of psychiatric symptoms. Cambridge 
University Press:
Wistow, G. Knapp, M. Hardy, B & Allen, C. (1992) From providing to enabling 
local authorities and mixed economy of care. Public Administration, 70, 24- 
45.
«9
APPENDIX 1
This is a research project, which has arisen from my work with different professionals 
working in Community Mental Health Teams. The research is part o f a Doctorate 
conversion course, which I am completing at Surrey University.
The purpose o f the research is to consider the experience o f being a team member in a 
number o f different ways. Currently the research focus with Community Mental 
Health Teams is not about how professionals personally experience team working, 
although many assumptions are made.
My aims are >
... To develop a questionnaire which looks specifically at how you interpret events 
that happen within the team and to compare this with your general interpretative style.
... To assess both generally and specifically areas relating to general health and bum 
out.
In analysing these areas I hope to generate information that leads to greater 
understanding and consideration o f the influences that effect people working in a 
Community Mental Health Team, with a view to this information influencing practise 
and structure within the team and wider organisation.
I am aware that there is a high degree o f uncertainty about filling in questionnaires 
and how they will be used. I have designed this study and I will be responsible for all- 
statistical analysis and reporting of data. Data will only be recorded according to 
profession or team and therefore no individual member will be identifiable.
ALL responses to these questionnaires ARE STRICTLY CONFIDENTIAL.
Your help in completing these questionnaires is important in order for me to be able 
to have the quantity o f data necessary to analyse and develop a relevant and valid 
questionnaire for friture use by members o f Community Mental Health Teams.
Many thanks for your time.
Annie Sheldrake 
Clinical Psychologist
KF.SFARCH PROPOSAL
INTRODUCTION:
C om m unity M ental H ealth Teams (CMHT's) consist of a num ber of 
individuals w ith different professional training, whose common task is to 
provide a community based mental health service.
Professionals that may be in a team  include psychiatrist, psychiatric 
nurses, social workers, occupational therapists, clinical psychologists, 
counsellors and secretaries.
Emphasis on professional disciplines collaborating and co-operating is 
implicit in the formation of CMHT as a specialist health service and is 
driven by concepts such as 'community care' and resource management.
Evaluative research to consider issues relating to the efficiency and efficacy 
of the service CMHT's provide is limited. The Research that has occurred 
generally focuses on issues relating to structure and function (Onyett, Peck 
& Ovretveit). Consideration of the 'impact' of this way of working for the 
individual worker is largely anecdotal and assumed.
Indications are however that CMHT's, while still valued as a w ay of 
providing a 'seamless' mental health service, are problematic and lead to 
a far from positive experience for the workers within. Burn out is high, 
in particular for psychiatrists, com m unity psychiatric nurses , social 
workers and clinical psychologists (Onyett et al 1996).
Onyett suggests that team Work is hard, requiring dedication and a belief 
in the team ideal. An ability to perform  the task and to have training 
which enables process issues to be w orked through is im portan t in 
im proving team functioning.
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W ithin the context of the team there are a num ber of issues which may 
cause high levels of stress, both for indiv idual m em bers and the 
structural / functional organisation of the team itself.
These can include grappling with and implementing central governm ent 
policies such as the care programme approach. Workers m ay be subject to 
expectations tha t incidents such as 'C lunis' w ill be p reven ted  by 
individual workers. There are pressures to ensure that ou tpu t m ust be 
high, quality  flaw less and  situations evaluated and  responded  to 
appropriately , even w hen resources are lim ited and  ill equipped. 
Increasingly m em bers are expected to w ork as a crisis intervention 
resource and resource limits have forced services to concentrate on those 
w ith severe mental health problems.
Given these potential and actual stressors it can be assum ed that there 
will be an impact on the individual care worker. The care w orker is also 
now w orking w ith a defined team (however loosely) and  inevitably will 
be 'caught' in the group dynamics and processes which could increase or 
decrease stress experienced.
Clearly there are problems within and for the CMHT's. This is evidenced 
by both those who are in favour of such a health service provision and by 
the ongoing debate in the literature against the assum ption that CMHT's 
are effective and efficacious. Greater understanding of these difficulties 
needs to be considered in order to enable serious consideration of CMHT's 
as a valuable and viable service resource.
I am unaw are of any studies which consider in detail the dynamics of inter 
and intra personal levels of team functioning. Members of CMHT's are 
subject to influences, both externally and internally, which potentially 
effect the perceptions and beliefs they hold , and shape the work they do.
The team  could be viewed as a social group w ith defined goa ls /tasks 
where significant encounters need to be brief, supportive and functional. 
The w ork ideally should be a collaboration of experience and training. 
W ith tim e given to evaluating  the ind iv idua l w orker and  team s 
behaviours.
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As an ind iv idual and  as a team  m em ber, ev en ts /b eh av io u rs  are 
presented which require interpretation. Interpretation m ay be based on a 
num ber of processes including social learning and casual attribution.
Social learning (Rotter) has it that an individuals perception of casual 
relationships is probably influenced by h is /h e r social learning experience 
of internal (perception that the event is contingent on ow n behaviour) 
and external (perception that event is under the control of forces external 
to self) control of reinforcement and punishm ent.
Locus of control in psychology refers to the idea that individuals have a 
general expectancy about the degree and types of control. This has been 
further linked and developed w ith in ideas of learned helplessness ( 
learning that escape from punishm ent is ineffectual , leads to not seeking 
escape from punishm ent in the future; ) and poor health outcomes i.e. 
depression is found to be associated in individuals who perceive control 
to be external, stable and global.
A ttributional style .........  has been linked w ith locus of control and
suggests that individuals w hen experiencing lim ited or lack of control 
over events draw  on personal and consistent attributions.
Causal attributions which contribute to attributional style include
Internal - E xternal attribution of control is either to self or the situation
Specific - G lobal factors are specific to the world or themselves
Stable - U nstab le  causes are relatively perm anent or temporary.
The way individuals attribute causal m eaning to behaviour is felt to have 
an im portan t influence on their behavioural response, their view  of 
themselves and on the actions they take in the future.
Causal attributions m ay hypothetically affect and influence an individuals 
functioning relationship to, and perception of the CMHT's in which they 
work.
Individuals are known to be effected and influenced by group processes 
and dynamics . Factors w ithin the structure of the organisation such as 
team  size, leadership, co-ordinator, group  decision m aking, group
3
cohesiveness are also found to influence an individuals functioning in 
group processes.
The team  is constituted of individuals, bu t active 'engagem ent' w ith 
common team  objectives m ay depend on an individuals perception of 
how  the team  functions. This perception may then have a pow erful 
influence on how the team ultim ately functions.
The purpose of the research is to consider the experience of being a 
member of a team from the position of causal attribution of events within 
the team, and to consider the individuals perspective of how the 'team' 
functions. For example a view  of the team  may be influenced by the 
individual respondents 'attributional style', or the attributional style of 
the respondents may be determ ined by how  a member considers the team 
to function. The research will consider the relationship and differences of 
these factors by using a variety of methods.
A further issue of consideration is of factors associated w ith 'burn out'. 
Identified to a high proportion in professionals w ho w ork in m ental 
health  teams. As attributional style has been found to relate to 
psychiatric symptoms it is proposed that there m ay be a relationship with 
attributional style and 'burn out'. M easures will be included that consider 
the nature of this relationship.
M ethod
1) Gathering basic information about the particular team practises such as
1) w hat services offered
2) type and level of work expected
3) objectives of team
4) evaluation m ethods
5) o rgan isation  responsib ility  e.g. team  m anager, vs co­
ordinator
6) Role with team to serve client group
7) Aims and methods of working 
how does team accept referrals 
whether have access to hospital beds
8) who is in team - professionals
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9) ^ supervision - Individual + Group
10) time spent in team i.e. full tim e/part time
11) identification - with team or professional body
Some of these questions m ay lead to anxiety about how  confidential 
inform ation that is given will be . For example if giving DOB , gender 
individuals may feel "it is obvious who I am". On the data collection sheet 
about the team  I have just included inform ation about gender and 
profession w ith a view to only reporting the information as either related 
to different profession or to the team  so that no one ind iv idual is 
identifiable.
ASSESSMENT TOOLS 
1) Team  Climate Inventory
This is an instrum ent that the authors believe m easure group
climate dimensions. The four basic group dimensions are:-
a) participation and participation safety
b) support for innovation
c) vision and group goals
d) task orientation and climate for excellence
The schedule consists of 38 items. Items describe group characteristics. 
Scales are used to rate the items depending on w hether the person agrees 
or disagrees.
The objective behind using this inventory is to asses the subjective 
perceptions of team members about how the group functions on the above 
four dimension. It may also be possible from the data collected to use the 
inform ation as a m eans of establishing areas that m ight benefit from  
change so tha t team  m em bers can develop their w ork  w ith in  the 
community and within the team.
3) The Attributional style questionnaire ASQ
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The ASQ discrim inates betw een three attributional dimensions. 24 items 
describe 12 positive and 12 negative events . The individual identifies 
which is the most likely cause of the event and is then asked to respond as 
to whether this cause is due to either and to rate the degree to which they 
think it is the case.
Internal... som ething to do w ith the in d iv id u a l.
Personal... something to do with another person
S ituational som ething to do with circumstance/chance.
Global/Specific.....
i.e. A person sm iled at you while you w ere w alking on the 
street?
W hat caused the person to smile at you? please w rite one major 
cause for this behaviour.
Is this (each question has a rating scale)
a) som ething about you?
b) som ething about the other person or other people?
c) som ething about the situation?
d) something specific to the situation or w ould generally
happen?
4) Mental Health Worker Attributional Style Questionnaire
It has been suggested that attributional style m ay vary depending on the 
specific events that the individual is being asked a b o u t. For this reason it 
m ight be im portant to consider developing a questionnaire which relates 
directly to events that occur with in a CMHT setting . Developing such a 
questionnaire m ay also be useful as a future assessment /research  tool 
with CMHT functioning . A possible role for such a questionnaire would 
be to provide evaluative information on the attributional style of team 
members , perhaps with a view to linking this w ith amelioration of 'burn 
out ' and issues related to team performance..
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To design ^questionnaire that relates specifically to events that may occur 
with in a CMHT. Events will be generated by asking members of a team 
to identify 10 things good that have happened and 10 things bad  while 
working w ithin the team for the last m onth. These will then be used to 
design a questionnaire which has a similar structure to the ASQ so the 
ASQ can be used as a baseline m easure when the m ental health  team 
questionnaire is analysed. C reating the questionnaire in this w ay is 
necessary because it w ould not be possible given the lim ited num ber of 
members in the team to have a pilot study .
Events chosen would need to be relevant to work in a CMHT , they m ight 
include such things as having case notes examined, or being to ld  by a 
colleague that they felt some work had been done well . They will also 
need to be general enough so that each profession represented will be able 
to attribute. Event categories identified by H edley (1978) in CM HT's 
include:-
Talking
T elephoning
Formal Meeting
W riting
Reading
Travelling
Other
Approxim ately 50% of time is spent interacting w ith people other than 
clients, w ith  only a fifth to a quarter of time spen t w ith clients. The 
research in this paper may also be used to help identify potential events.
5) General Health Questionnaire
A self adm inistered screening test aimed at assessing the general m ental 
health of the individual. Its focus is on psychological components of well 
being . The purpose of using a general screening devise is two fold . So 
that it can be compared with a more specific measure of 'burn out' and to 
measure the degree to which 'burn out ' m ight relate health dimensions. 
Both these will then be used to assess the relationship w ith attributional 
style and team climate .
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6) Maslac Bum  O ut Inventory
This is a questionnaire w ith item questions specifically related to stress 
and burn ou t . Items include looking at issues such as depersonalisation 
and work related behaviours. It is a specific questionnaire whose function 
in this study  w ould be to act as a m easure of peoples current level of 
functioning in relation to work.
Research Questions
a) W hat are events in a CMHT attributed to? i.e. in ternal, personal, 
situational factors
b) Is there a difference between general attributional style as
m easured by ASQ and attributions of events in a CMHT following design 
of a mental health team attribution questionnaire?
c) Is there a difference betw een attributional style in work related events 
between
males and females 
different professionals
d) W hat is the relationship between attributional style and 
team climate dimensions as measured by the TCI?
f) W hat are the TCI dimensions of a CMHT and is there a difference 
between the CMHT's assessed?
g) Is there any evidence of burnout and is this related  to a general 
measures of health among CMHT workers?
h) Is there a relationship between the above and attributional style?
Information that the these questions will consider will I hope be helpful 
in a num ber of ways directly for teams. I hope that it will yeid information 
about how  the team  is view ed by it’s m em bers on the dim ensions 
m easured by the TCI . These can then be used to help develop the areas
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which are less well thought a b o u t. For example if people consider that the 
safety they feel exists in the team is limited then this information can be 
used to develop practises which increase the percieved safety and so help 
individuals to w ork more openly within the work context.
A ttributional style m ay be influencing a num ber of practises and 
perspectives that people have about their w ork and their psychological 
well being and these in turn  may be influencing the degree of stress they 
experience. By developing an attributional style questionnnairre for use 
with in a m ental health team I would hope that a better understanding of 
how individuals contribute to the team process can be achieved. Enabling 
both the needs of the indivdual and of the team to be identified.
Information on the degree of possible stress experienced by team members 
will be present which can provide an indication about w hether there is a 
need to look at potential stress factors and how  to ameliorate these in 
order to 'take care ' of the carers.
The reason for initially considering this research was with respect to m y 
awareness tha t there is so little inform ation about how  individuals 
actually experience work w ith in a CMHT. The observations are anecdotal 
and therefore difficult to really begin addressing and establishing working 
practises which directly relate to team  members. I am hoping tha t this 
reaserch will begin a process which is about considering team members as 
individuals w orking often in highly stressful and em otionally charged 
situations, and that the inform ation obtained can be generally used  to 
consider these imlpications.
9
APPEN DIX 3
APPENDIX 3
Information on m easures used,
M aslach Burnout Inventory: MBI (Maslach and Jackson 2ed 1986)
The MBI contains three separate subscales tha t assess the different 
identified dimensions of burnout. These dimensions are emotional 
exhaustion (EE), depersonalisation (DP) and lack of personal 
accomplishment (PA).
In the original version of the MBI, Maslach and Jackson (1981) included 
both a  frequency and intensity m easure of these dimensions. However 
intensity and frequency were found to be highly correlated and so the 
second edition only m easures the frequency for each item of the subscales. 
Frequency was maintained in order to provide a  different response format to 
increase the correlational power of the measure when used with other self 
report measures and provide a  meaningful seven point anchor scale.
An example of an  item and recording method is presented in figure 1.
Figure 1: MBI item  form at.
8 .1 feel burned out from my work.
How Often 0 1 2 3 4 5 6
A few Once a A few Once a A few Every
times a month times a week times a day
year or or less month week
less
Three scores are obtained by totalling the items tha t relate to each of the 
three dimensions. Personal accomplishment is reverse scored for analysis. 
MBI descriptive analysis for comparison between the current study and 
previous studies is presented in figure 2.
Missing values for current sample on MBI = 24
In the present sample, the average scores on the three dimensions were; 
Emotional Exhaustion 23.81 (sd 10.75), Depersonalisation 6.23 (sd 5.97) 
and lack of Personal Accomplishment 33.73 (sd 5.88).
Figure 2  : Means and  sta n d a rd  deviations fo r  burnout frequency  
dim ensions from  current and com parative studies.
S tudy Sam ple n EB
Mean
(sd)
DP
Mean
(sd)
PA
Mean
(sd)
Current study CMHT staff 56 23.81(10.75) 6.23(5.97) 33.73
(5.88)
Maslach & Mental health 730 16.8(8.90) 5.7(4.62) 30.8(6.37)
Jackson (1981) workers
Prosser et al (1996) CMHT staff 29 27.4 8.7 33.1
Ward based 50 20.2 7.7 33.0
Onyett et al (1997) CMHT staff 445 20 4.7 35.7
Wykes et al (1997) CMHT staff 61 22.5(9.95) 7.8(5.35) 35.2(5.48)
Using a one sample t-test between the current means and those obtained by 
Maslach and Jackson (1986) for mental health workers a  significant 
difference was found for Emotional Exhaustion (t=4.77 df 54 p  <.001 (2 
tailed)) ; no significant difference for Personal Accomplishment (t =.641 df 
54 ns ( 2 tailed ) and a  significant difference for a  lack of Personal 
Accomplishment ( t=3.54 df 52 p  < .001 (2 tailed)). This suggests th a t the 
current sample of mental health workers experience a  greater degree of
AS
emotional exhaustion and lack of personal accomplishment than those 
assessed by Maslach and Jackson. There were no significant differences 
found on any of the m eans reported by Onyett et al (1997) and Wykes et al 
(1997). There is an  indication that burnout, as m easured by the three 
dimensions, is greater in respondents participating in more recent studies.
Table 1, 2 and 3 report descriptive information on the current sample by 
gender, profession and team respectively.
T ablel: Means and  s ta n d a rd  deviations fo r  MBI dim ensions by gender.
MBI Male Female
dimension CMHT CMHT
EE Mean 22.50 24.35
St.D 6.93 11.05
DP Mean 8.166 5.82
St.D 6.54 5.93
PA Mean 32.33 34.15
St.D 6.93 5.66
Table 2: Mean and s ta n d a rd  deviations o f  MBI dim ensions by 
profession.
PROFESSION EE
MEAN STD
DP
MEAN STD
PA
MEAN STD
Community Nurse 
N=22
26.6 (11.62) 8.36 (6.72) (4.86)
Social Worker 
N=9
23.33 (9.66) 3.88 (2.66) 31.87 (7.37)
Occupational 
therapist N=9
22.38 (7.46) 5.88 (4.80) 34.00 (3.39)
Administration
N=4
21.00 (7.83) .000 28.00 (3.46)
Team Leader 
N=5
28.00 (16.17) 10.80 (7.59) 35.80 (10.59)
Support Worker 
N=4
16.70 (5.31) 3.50 (2.30) 32.70 (5.73)
Psychiatrist
N=1
7.00 2.00 43.0
Table 3: Means and  s ta n d a rd  devia tions fo r  MBI dim ensions by team
EE
MEAN STD
DP 
MEAN STD
PA
MEAN STD
Rliegh (n=7) 17.57 (6.07) 3.00 (3.26) 34.83 (7.50)
W’cliff (n=6) 22.50 (6.53) 5.00 (2.60) 28.00 (8.18)
Q*way (n=5) 28.00 (8.18) 8.20 (4.96) 31.40 (9.07)
Sbuiy (n=2) 36.00 (8.18) 5.75 (4.96) 32.5 (9.07)
C’north (n=2) 10.25 (7.88) 5.75 (1.83) 38.25 (5.67)
Crural (n=6) 19.83 (11.08) 4.96 (1.72) 34.66 (7.06)
Csouth(n=5) 26.40 (7.46) 5.20 (6.97) 35.25 (6.13)
M’don (n=3) 22.00 (13.74) 7.66 (9.29) 33.66 (5.68)
L’don (n=ll) 26.45 (10.94) 8.00 (7.37) 31.72 (3.63)
Internal C onsistency: Reliability co-efficients reported by Maslach and 
Jackson (1986) are based on a  sample size of 1,316 and calculated using 
Cronbach’s Alpha. These were .90 for Emotional Exhaustion, .79 for 
Depersonalisation and .71 for Personal Accomplishment. The current study 
found Cronbach’s alpha reliabilities of .911, .868 and .660 respectively. 
Respectable reliabilities were therefore found for each of the subscales.
T est-R etest Reliability: Two samples have been used to test the test-retest 
reliability of the MBI. These were social welfare graduates (n=53) and 
teachers (n=248). The test-retest interval for graduates was two to four 
weeks (Maslach and Jackson 1984) and teachers one year (Jackson, 
Schwab and Schuler (1987). Co-efficient reliabilities for graduates were .82
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(EE); .60 (DP); .80 (PA) and teachers .60 (EE); .54 (DP); .57 (PA). All co­
efficients were significant a t the p  <.000 level . This suggests tha t the MBI 
provides a  reliable m easure of burnout over time.
Validity: The validity of the MBI as a  measure of burnout has been 
assessed in a  num ber of different ways. Individual self-ratings have been 
compared with behavioural ratings of an  observer. Forty mental health 
workers were asked to provide anonymous ratings on a  colleague who had 
completed the MBI. Behavioural ratings of 'emotionally drained’ and 
‘physically fatigued’ predicted individuals who had scored high on emotional 
exhaustion and depersonalisation. Ratings on the behaviour frequent 
complaints from clients’ correlated with depersonalisation b u t no significant 
correlation was found between personal accomplishment and a  rating of job 
satisfaction’.
The relationship between an  experience of burnout and various job 
characteristics has shown tha t bigger case loads of clients results in higher 
burnout scores (Maslach & Pines 1977). If all work time is spent in direct 
contact with patients then burnout is higher for emotional exhaustion than  
when part of the work time is spent in administration or teaching (cited in 
Maslach & Jackson 1982).
Using the Job Diagnostic Survey (JDS Hackman & Oldman 1974) the 
dimension feedback from the job itself was found to correlate as predicted 
with low scores on Emotional Exhaustion and Depersonalisation and high 
scores on Personal Accomplishment. The dimension Task significance’ 
correlated with Personal Accomplishment bu t a  weak correlation was found 
between the dimension ‘dealing with others’ and Emotional Exhaustion 
(cited in Maslach and Jackson 1984).
Personal reactions and the relationship to burnout have also been assessed 
using the theoretical model. Maslach (1976) predicted th a t individuals who 
experience burnout would be more dissatisfied with opportunities for 
growth and development from the job. This was confirmed from a  study of 
social and mental health workers (N= 180) th a t identified the dimension
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‘growth satisfaction’ on the JDS as negatively correlated with Emotional 
Exhaustion and Depersonalisation and positively correlated with Personal 
Accomplishment (cited Maslach & Jackson 1986). Low scores on the JDS 
dimension ‘experienced meaningfulness a t work' scored high on 
Depersonalisation and low on Personal Accomplishment. This supports the 
predicted association between burnout and an experience of work being 
meaningless and not worthwhile. Burnout is also predicted to effect 
individual abilities to interpret how effective they are at work. Low scores on 
the JDS dimension knowledge or results’ were associated with high scores 
on Emotional Exhaustion and Depersonalisation and low scores on 
Personal Accomplishment.
In a paper by Maslach (1976) she made a  num ber of predictions about 
burnout including that it would be associated with a  desire to leave the job, 
impairment of work and other relationships, and lead to difficulties with 
family and friends. A study of 142 police officers (Maslach & Jackson 1979, 
Jackson & Maslach 1982) found that high MBI scores were associated with 
a desire to leave work and families reporting the police person as inclined to 
be angry with family members. High Emotional Exhaustion was also 
associated with a desire to be alone and high Depersonalisation was 
associated with increased isolation at home. These officers were more likely 
to not involve themselves with family celebrations and had fewer friends. 
Mental health staff (n=40) with high Emotional Exhaustion scores were 
rated by co-workers as viewing their clients as negative and doctors with 
high Emotional Exhaustion scores reported a  wish to ‘get away from people’ 
(cited Maslach 8 b Jackson 1986).
In order to assess the discriminating ability of the MBI it has been 
compared with the ‘general job satisfaction’ dimension of the JDS. Low 
correlations between the job satisfaction measure and the burnout 
dimensions indicated that these are not similar. Correlation’s between job 
satisfaction and burnout dimensions were Emotional Exhaustion (r= -.23, 
p< .05); Depersonalisation (r = 22, p  <.02) and Personal Accomplishment
(r -  .17, p  <06).
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The A ttributional S ty le  Questionnaire: ASQ (Peterson, Semmel, von 
Beyer, Abramson, Metalsky <& Seligman 1982)
The ASQ was developed to investigate the prediction of the revised learned 
helplessness model which is th a t  those who explain bad events with 
internal, stable and global attributions will be more prone to depression" 
(Abramson, Seligman & Teasdale 1978).
The ASQ is a  self-report m easure tha t identifies patterns of ‘explanatory 
style". Explanatory style is the individual tendency to select causal 
explanations to explain positive and negative events. The measure has 
twelve hypothetical situations. Six of these are negative and six are positive. 
Each of the twelve events is deliberately ambiguous and simple in order to 
increase the respondents" subjective projection about the cause. By writing 
a  subjective cause for the event the respondent is also able to provide a  
subjective interpretation th a t serves to focus their attention.
Each of the twelve situations is measured on three scales
Locus.. The degree the individual attributes the cause as totally to do with
them or totally to do with other people or circumstances.
Stability.. The degree to which the individual attributes the cause as 
always going to be present or will never again be present.
Globality.. The degree to which the person attributes the cause to 
influencing all areas of their life or as ju s t influencing tha t particular 
situation.
Instructions for completing the ASQ invite the respondent to vividly imagine 
each situation happening to them and decide on one major cause for tha t 
situation. This cause is written in the space provided. They are then asked 
to indicate on three seven point scales the degree to which the cause is 
internal or external (Locus); unstable or stable (Stability); global or specific 
(Globality) (see figure 3 for sample of item format for a  negative event).
an
Figure 3: ASQ item  fo rm a t fo r  a  negative event:
EVENT: YOU GO OUT ON A DATE AND IT GOES BADLY.
Write down one major cause of this event.
2. Is the cause of the date going badly due to something about you or something 
about other people or circumstance?
Totally due to other people 1 2 3 4 5 6 7 Totally due to me
or circumstances
3. In the future when you are dating, will this cause again be present?
Will never again be present 1 2 3 4 5 6 7 Will always be present
4. Is the cause something that just influences dating, or does it influence other 
areas of your life?
Influences just this particular 1 2 3 4 5 6 7 Influences all situations
Situation in my life
The ASQ provides six individual dimension scores. These are
• The average scores of the internal ratings for the six negative events (IN: 
internal negative).
• The average scores for the stability six negative events (SN: stable 
negative).
• The average scores of the global six negative events (GN: global negative).
• The average scores of the internal six positive events (IP: internal
positive).
• The average scores for the stable six positive events (SP: stable positive).
• The average scores for the global six positive events (GP: global positive).
Two composite scores can also be calculated. A composite for the negative 
events (CN) and a composite for the positive events (CP). The higher inter-
Q1
correlation’s reported for combining scores on all positive events and all 
negative events led to Seligman et al (1984) to recommend tha t the scores 
from each scale (positive and negative) be combined into composite scores 
as they have a  greater internal consistency. The psychological meaning 
however of these composites is not clear although it has been suggested 
tha t reactions to stress and failure are likely to involve both situational and 
temporally global attributions.
Missing values for the current sample responses on the ASQ were high.
MV = 288
Descriptive analysis of the current sample response on the ASQ for the 
negative and positive events is presented in table 4.
Table 4: Mean and S tan dard  deviations fo r  p o sitive  and negative  
events o f  th e  ASQ fo r  the current sam ple:
DIMENSIONS ASQ
POSITIVE
ASQ
NEGATIVE
N MEAN STD N MEAN STD
LOCUS 45 4.111 .755 42 4.437 .703
STABILITY 45 4 .190 .572 42 4.585 .633
GLOBALITY 45 3 .959 .958 41 4.529 .853
COMPOSITE 45 12.158 1.644 41 13.551 1.527
Internal Consistency: For the scales of the Locus, Stability, Globality and 
composite scores Sweeney et al (1986) conducted a  metaanalysis of internal 
consistency for eight separate studies. The reported Cronbach Alpha (1951) 
reliabilities for negative events were .52 locus, .58 stability, .52 globality 
and .73 for composite score. For positive events these were .40; .67; .66 and 
.69 respectively. This is consistent with a range of scores reported by 
Peterson, Nutter & Seligman (1982) for a  sample of one hundred 
undergraduates. These suggest unsatisfactoiy reliabilities for the sub-scales 
in particular locus.
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Cronbach Alpha reliabilities for negative events in the present study are 
.539 locus, .332 stability, .696 globality and .705 for composite score. For 
positive events reliabilities are .307; .195; .467 and .537 respectively.
T est-retest Reliability: The theoretical assum ption of the revised learned 
helplessness theory is th a t attributional style is relatively enduring. Golin, 
Sweeney & Shaeffer (1981) administered the ASQ to two hundred and six 
students and re-administered to one hundred and eight of them. Test-retest 
reliability for negative events was .47 Locus; .61 Stability; .65 Globality and 
.67 composite score. For positive events these were .66; .56; .51; and .67 
respectively (p <.001).
Although apparently stable explanatory style has also been found to be 
changeable following intervention for depression (Persons & Roa 1985).
Validity: The conceptual framework for the ASQ as a  predictor of 
depression is the reformulation of the learned helplessness theory and its 
relationship to depression. The model predicts th a t individuals who 
attribute bad events to internal, stable and global causes are more likely to 
experience depression. This has been supported by a  num ber of studies 
including tha t by Abramson et al (1982). The ASQ was used to assess mood 
state for undergraduate students before mid term exams and following 
examination results. Locus and Globality for bad events predicted an  
increase in depressed mood for students who hoped for higher grades than  
they achieved in comparison with those students whose grades where as 
high as they had hoped. Responses to the negative event scales are more 
likely to demonstrate a  relationship to depression than  the positive scales 
(Abramson et al 1978, Peterson & Seligman 1984).
Metaanalytic reviews of a  hundred studies examining attributional style by 
Sweeney et al (1986) and Robins (1988) demonstrated evidence of an  
association between attributional style and depression. However there are a 
num ber of authors who contend tha t existing literature on the association 
between attributions and depression is inconsistent (Coyne & Gotlib 1983, 
Peterson & Seligman 1984, Peterson et al 1985). More over there is some
oq
indications that studies that require individuals to make attributions for 
positive events (such as those using the ASQ) are more likely to have 
findings in favour of an association (Peterson et al 1985).
The Community Mental Health A ttributional S ty le  Questionnaire 
(CMHTASQ).
The CMHTASQ was designed specifically for this study (see methodology). 
Like the ASQ it, is a  self-report measure of situations that hypothetically 
may be found within the context of a  CMHT. The CMHTASQ structural 
format and method of completing and scoring is the same as the ASQ.
Missing values for the CMHTASQ were high = 266
Descriptive analysis of the currents samples responses to the negative and 
positive events of the CMHTASQ are presented in table 5.
Internal consistency; Due to the limited num ber of subjects that could 
predictably be obtained the CMHTASQ was not piloted to assess its 
properties. Analysis comparisons are made with the ASQ as a means of 
attempting to establish some of the CMHTASQ s statistical properties (see 
results).
The Cronbach Alpha reliabilities for negative events of the CMHTASQ are 
.462 locus, .541 stability, .518 globality and .591 composite and for the 
positive events .608; .712; .517 and .686 respectively. These reliabilities 
indicate more satisfactory values for the positive events than the negative. 
Similarly with the ASQ the CMHTASQ has poorer reliability on the locus 
negative dimension.
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Table 5: Mean and  S tan dard  deviation o f  positive  and negative events  
o f  th e  CMHTASQ fo r  current sam ple:
DIMENSIONS CMHTASQ
POSITIVE
CMHTASQ
NEGATIVE
N MEAN STD N MEAN STD
LOCUS 4 6 4 .563 .766 42 4 .0 5 5 .9 0 7
STABILITY 44 4.943 .752 41 4.571 .744
GLOBALITY 42 4 .463 .766 42 . 4 .0 5 5 .907
COMPOSITE 4 2 14.265 1.516 42 12.158 1.496
HOPELESS 42 8 .6 2 7 1.195
The General H ealth Questionnaire: GHQ 2 8  (Goldberg & Hillier 1979):
The GHQ (Goldberg 1972) is a  widely used tool designed to detect two m ain 
types of problem in a  normal population. Firstly it picks up on the ability of 
an  individual to cany  out their normal healthy functions and secondly to 
identify the appearance of new phenomena of a  distressing nature. The 
focus is on breaks in normal functioning not on stable traits. There are four 
identified dimensions of distress, anxiety, depression, social impairment 
and hypchondriachis.
The GHQ 28 was derived from factor analysis of scores obtained from the 
original 60 item GHQ. It comprises of four scales measuring somatic 
symptoms, anxiety and insomnia, social dysfunction, and severe 
depression. There are seven items in each of the four scales. Each item is 
rated on a  four point scale. There is some variation in the wording for items 
on the four points. One example is ‘better than  usual’ or ‘same as usual’ or 
"worse than  usual’ or ‘much worse than usual’.
For the purpose of analysis there are two methods of scoring the GHQ 28. 
One uses a  traditional Likert score of 0-1-2-3. The alternative is known as 
the ‘GHQ score’ and codes each item as 0-0-1-1. Goldberg and Hillier (1979) 
recommend the GHQ scoring method as it ‘gives results which are if
oq
anything better than  the Likert method’ pg 142. They suggest using the 
threshold score of 4 /5  when calculating psychiatric caseness.
Goldberg and Hillier (1979) report correlations on the four scales and the 
total score between .33 and .90 indicating tha t the scales are not 
independent of each other. The highest correlation of .90 between the 
anxiety and insomnia scale and the total scale suggests th a t anxiety is ‘a  
core phenomenon which under lies the common syndromes of psychiatric 
disturbance’ pgl43.
Missing values for the GHQ 28 for the current sample = 24
Descriptive analysis of the GHQ 28 for the current sample on the four 
scales and total GHQ score are presented in table 6.
Tttble 6: Mean and s ta n d a rd  deviations fo r  th e  fo u r sca les and to ta l  
score o f  th e  GHQ 2 8  fo r  the current sam ple:
SCALE N MEAN STD
Social Dysfunction 55 7.90 2.75
Anxiety & Insomnia 55 7.12 4.43
Somatic 54 7.75 4.81
Depression 55 1.61 2.70
Total 54 24.61 11.94
Internal Consistency: Using the GHQ scoring threshold scores of 4 /5  gave 
the GHQ28 a  Sensitivity of 88.0%, Specificity of 84.2% and an  overall 
misclassification rate of 14.5%. For threshold scores 5 /6  these were 80.0%, 
88.8% and 14.2% respectively.
Current study reliabilities for GHQ 28 are presented in table 7. These 
indicate satisfactoiy reliability for each of the four scales and the total 
score.
Table 7: Cronbach a lpha  reliabilities fo r  th e  fo u r sub sca les and to ta l  
score o f  th e  GHQ 2 8  fo r  th e  current sam ple.
RELIABILITIES
Somatic .8621
Anxiety & Insomnia .8645
Social Dysfunction .8032
Depression .8632
Total .9252
T est-retest Reliability: Goldberg and Williams (1988) suggest th a t test- 
retest reliability is a t its highest when used with clinically diagnosed groups 
who have a  high prevalence for a  disorder. Test-retest co-efficient of +0.90 
for the GHQ 28 was found for a  sample of one hundred and three stroke 
subjects (Robinson and Price 1982). However Goldberg and Williams (1988) 
suggest tha t when samples are from the normal population co-efficients are 
lower reflecting inherent difficulties in distinguishing between a  change th a t 
is real and the unreliability of the measure.
Validity: The GHQ and its various versions has been widely used and 
comprehensively tested. A comprehensive review by Vieweg and Hedlund 
(1983 pg 75-78) provides several pages of validity results for the GHQ.
Goldberg and Hilliers (1979) assessm ent of the validity of the GHQ 28 
yielded correlation’s between The Clinical Interview Schedule (CIS) and the 
total score of the GHQ 28 of 0.76. Correlations with the total GHQ score 
and the CIS anxiety/worry and despondency/depressed ratings were 0.67 
and 0.73 respectively.
Banks (1983) compared the GHQ 28, 30 and 12 with the Present State 
Examination and found the GHQ 28 to be superior. The GHQ 28 has also 
been shown to remain sensitive to depression when used with people 
suffering from dementia (O’Riordan, Hayes & O’Neil 1990)
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Team Climate Inventory: TCI (Anderson and West 1994)
The TCI was developed from West’s (1990) T our Factor Model’ of a  facet- 
specific climate for innovation. The four dimensions identified in the model 
and important for team functioning is participation safety, support for 
innovation, vision and task  orientation.
The TCI is a  38-item measure subdivided into four climate scales. These 
four climate scales can be further divided into thirteen sub-scales. The 
nature of the sub-scales m akes the TCI particularly relevant for profiling 
team s and facilitating team development.
The four climate scales and the related thirteen sub-scales are;
1)Participation Safety,
a) Safety (example item: People feel understood and accepted by each 
other)
b) Influence (example item: We all influence each other)
c) Interaction frequency (example item: We keep in regular contact with each 
other)
d) Information sharing (example item: We share information generally in the 
team rather than  keeping it to ourselves.)
2) Support fo r  Innovation,
a) Articulated Support (example item: Assistance in developing new ideas is 
readily available)
b) Enacted Support (example item: In this team we take the time needed to 
develop new ideas)
3) Vision.
a) Clarity (example item; TIow clear are you about your team s objectives
are?)
b) Perceived Value (example item: to what extent do you think other team
members agree with these objectives?)
c) Sharedness (example item: How far are you in agreement with these
objectives?)
OR
d) Attainability (example item: To w hat extent do you think other team 
members agree with these objectives?)
4) Task Orientation.
a) Excellence (example item: Is there real concern among team members 
tha t the team should achieve the highest standard of performance?)
b) Appraisal (example item: Do you and your colleagues monitor each other 
so as to m aintain a  higher standard of work?)
c) Ideation (example item: Do members of the team build on each other’s 
ideas in order to achieve the best possible outcomes?)
Included in the TCI are six randomly spread items th a t measure ‘Social 
Desirability’. A phenomenon identified in teams and described by the 
authors (Anderson and West 1994) as when members provide ‘falsely 
positive ratings of team climate .. too positive to be likely in reality’ pg 27. 
These items therefore relate to responses that are unjustifiably positive 
about the team ’s climate and individuals perceptions of how well the team 
functions compared to other teams.
Items are descriptions of the team ’s characteristics. Each item is rated by 
the team member on a  five point scale of agreement /  disagreement for the 
dimensions Participation Safely and Support for Innovation; and five point 
scales of Not a t all/ Completely for Vision and To a  very little extent/ To a 
very great extent for Task Orientation. Each team member completes the 
questionnaire individually. The four climate scales are scored separately by 
summing the marked num bers and dividing by the num ber of items. 
Anderson and West have also calculated sten scores for each of the scales 
and subscales.
The authors (Anderson & West 1994) recommend a minimum response rate 
of 75 % completion by team members in order to ensure a  representative 
profile of the teams climate.
Missing values for the TCI for the current sample = 3.
QQ
In terna l consistency: Anderson and West (1994, 1996 pg 43) report the 
range of climate scale reliabilities (Cronbach Alpha) between 0.84 
(Interaction Frequency) and 0.94 (Vision) and the sub-scales range between 
0.64 (Influence) and 0.91 (Enacted Support). Descriptive statistics and 
coefficients for the current study and data collected from 27 hospital 
management team s used to validate the TCI are presented in table 8. 
Comparisons between the means would be inappropriate, as the teams are 
not comparable and therefore any identified differences would be 
meaningless. The author is unaware of any studies tha t have used the TCI 
specifically with CMHTs in this way.
Validity: Analysis of construct validity was examined by comparing 
information from team members responses on the TCI and coding verbal 
interactions based on the Four Factor Model of Climate from recordings of 
team meetings for 27 NHS management teams. A num ber of statistical 
analysis was performed on the verbal data collected (see West and Anderson 
1994). A further 121 team s were used in the follow up validation studies. 
These were drawn from oil companies, psychiatric teams, primaiy health 
care teams and social service teams. The inter-rater reliability ranged 
between 0.67 and 0.98. Anderson and West (1994) conclude tha t the TCI is 
consistently tapping shared climate perceptions, rather than  aggregating 
radically diverse individual perceptions’ pg 46. This identification is 
important as the TCI was designed to measure group perceptions.
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Table 8: D escriptive s ta tis tic s  and co-efficients fo r  th e  current s tu dy  
and TCI sam ple.
SCALE TCI
MEAN SD ALPHA
CMHT-TCI 
MEAN SD ALPHA
Participation
safety(PS)
45.10 7.76 0.94 43.41 2.45 0.91
Information sharing 11.67 2.31 0.91 11.07 2.31 0.84
Safety 7.32 1.65 0.83 6.25 1.77 0.77
Influence 11.28 2.04 0.64 10.41 2.21 0.64
Interaction frequency 14.82 2.85 0.79 14.63 2.45 0.83
Support Innovation 
(SI)
31.87 8.25 0.89 25.17 5.99 0.91
Articulated support 16.05 4.38 0.91 12.35 3.13 0.81
Enacted support 15.83 4.15 0.91 12.82 2.99 0.82
Vision (V) 56.59 11.81 0.94 34.98 8.89 0.94
Clarity 10.09 2.49 0.75 6.19 1.82 0.76
Perceived value 21.32 4.82 0.86 13.19 3.45 0.86
Sharedness 15.21 3.56 0.85 9.46 2.62 0.86
Attainability 9.97 2.43 0.82 6.16 1.80 0.79
Task Orientation (TO) 28.76 7.02 0.92 22.41 4.88 0.82
Excellence 9.85 2.52 0.79 6.41 1.78 0.62
Appraisal 19.72 4.79 0.83 9.30 2.46 0.72
Ideation 13.53 3.97 0.79 6.66 1.48 0.43
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